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Current reports'” describe the increasing incidence of re- 
sistance among many pathogenic strains of microorganisms 
to some of the antibiotics commonly in use. Because this 
phenomenon is often less marked following administration 
of CHLOROMYCETIN (chloramphenicol, Parke-Davis), 
this notably effective, broad spectrum antibiotic is fre- 


quently effective where other antibiotics fail. 


up to 43% resistant to other antibiotics; 
2% resistant to CHLOROMYCETIN.! 


up to 73% resistant to other antibiotics; 


2.4% resistant to CHLOROMYCETIN.? 


is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its admin- 
istration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate 
blood studies should be made when the patient requires pro- 


longed or intermittent therapy. 


(1) Kirby, W. M. M.; Waddington, W. S., & Doornink, G. M.: Antibiotics 
Annual, 1953-1954, New York, Medical Encyclopedia, Inc., 1953, p. 285. 
(2) Finland, M., & Haight, T. H.: Arch. Int. Med. 91:143, 1953. 
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For twenty years .. . 
we have constantly endeavored to serve 
the medical profession with .. . 


better products for 
better birth control 


Cooper Creme 


no finer name 
in contraceptives 


Whittaker Laboratories, Inc. 
Peekskill, New York FREE 


Trioxymethylene 04% 
Sodium Oleate 0.67% 


Please send: Full Size $1.50 Combination Package 
Free—Cooper Creme/Dosimeter. 

Name ___M.D. 
Address. 

City. Zone. State 


Gee. R. Thornton 


Orthopedic Brace 
and Appliance Co. 

936 East 18th Avenue AL. 5-2897 
Braces, Belts and Trusses 
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NEOHYDRIN 


Individualized daily dosage of NEO [\ <— 1 to 6 tablets a day as needed -- 


prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 


retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause 


— “Side actions due to widespread enzyme inhibition 
in other organs. 


r N in bottles of 50 tablets. 
Tare: are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 

Leader i iuretic res 

LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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Title Registered, U. S. Patent Office 
Publication Office: 
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sion to reproduce anything from the columns of this 
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You Have No 


When You List Your Accounts 
with 


The Old Reliable 


Your Credit Collection and 
Business Bureau 


The American Medical 
and 


Dental Association 


2106 Broadway TAbor 5-2331 
DENVER, COLORADO 


Cook County Graduate 
School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES 
SURGERY—Surgical Technic, Two Weeks, August 9, 
September 13. Surgical Technic, Surgical Anatomy 
and Clinical Surgery, Four Weeks, August 9, Oc- 
tober 11. Surgical Anatomy and Clinical Surgery, 
Two Weeks, August 23, October 25. Surgery of 
Colon and Rectum, One Week, September 13. Basic 
Principles in General Surgery, Two Weeks, Sep- 
tember 20. Breast and Thyroid Surgery, One Week, 
October 25. Thoracic Surgery, One Week, October 
11. Esophageal Surgery, One Week, October 4. 
General Surgery, Two Weeks, October 4, One Week, 
October 4. Gallbladder Surgery, Ten Hours, October 
25. Fractures and Traumatic Surgery, Two Weeks, 

October 25 

GYNECOLOGY—Office and Operative Gynecology, Two 
Weeks, September 20. Vaginal Approach to Pelvic 
Surgery, One Week, September 13 

OBSTETRICS—General and Surgical Obstetrics, Two 
Weeks, October 4. 

MEDICINE—Two-Week Course, September 27. Electro- 
cardiography and Heart Disease, Two Weeks, October 
11. Gastroenterology, Two Weeks, October 25. 
Gastroscopy, One Week, September 13. 

RADIOLOGY—Diagnostic Course, Two Weeks, October 
4. Clinical Uses of Radio Isotopes, Two Weeks, 
October 4. 

PEDIATRICS—Clinical Course, Two Weeks, by appoint- 
ment. Congenital and Rheumatic Heart Disease in 
Infants and Children, One Week, October 11 and 
October 18. Two Weeks, October 11. 

UROLOGY—Two-Week Urology Course, September 20. 
besa ga Practical Course in Cystoscopy every two 
weeks. 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 SOUTH WCOD STREET, 
CHICAGO 12, ILLINOIS 
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BUTAZOLIDIN’@ 


(brand of phenylbutazone) 


for potent, nonhormonal therapy 


The anti-arthritic potency of BuTAZOLIDIN is well 
substantiated by recent clinical reports. In peripheral 
rheumatoid arthritis, for example, BUTAZOLIDIN produced 
“major improvement” in 42.9 per cent of the patients studied ; 
in rheumatoid spondylitis “major improvement” 

in 80 per cent; and in gout 90.9 per cent demonstrated 


“marked improvement” or “complete remission of symptoms 
and signs within 48 hours.””* 


BuTAZOLIDIN being a potent agent, the physician should carefully select 
candidates for treatment and promptly adjust dosage to the minimal 
individual requirement. Patients should be regularly examined during 
treatment, and the drug discontinued should side reactions develop. 
Detailed literature on request. 
*MacKnight, J. C.; Irby, R., and Toone, E. C., Jr.: Geriatrics 9:111 (Mar.) 1954. 


Burtazo.ip1n® (brand of phenylbutazone): Red coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 
Bi Division of Geigy Chemical Corporation 
\ 220 Church Street, New York 13, N.Y. 


In Canada: Geigy Pharmaceuticals, Montreal 423 
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THE COLORADO STATE MEDICAL SOCIETY 


NEXT ANNUAL SESSION: BROADMOOR HOTEL, COLORADO SPRINGS, SEPT. 21-24, 1954 


OFFICERS 


Terms of Officers and Committees expire at the Annual Session 
in the year indicated. Where no year is indicated, the term 
is for one year only and expires at the 1954 Annual Session. 


President: Claude D. Bonham, Denver. 
President-Elect: Samuel P. Newman, Denver. 
Vice President: Lawrence D. Buchanan, Wray. 


Constitutional Secretary (three years): Irvin E. Hendryson, Denver, 1954. 

Treasurer (three years): Frank I. Nicks, Colorado Springs, 1956. 

Additional Trustees (three years): Robert T. Porter, Greeley, Vice 
Chairman, 1954; William R. Lipscomb, Denver, 1955; Thomas K. Mahan, 
Grand Junction, 1955; C. Walter Metz, Denver, 19° 3. 


(The above nine officers compose the voting membership of the Board 
of Trustees. William A. Liggett, Denver, and Harry C. Bryan, Colorado 
Springs, i di Past-Presid are ex-officio non-voting Trustees. 
Dr. Hendryson is Chairman of the Board and Dr. Porter is Vice Chairman 
for the 1953-54 year.) 


Board of Councilors (three years): District No. 1: Paul R. Hildebrand, 
Brush, 1954; No. 2: Ella A. Mead, Greeley, 1954; No. 3: Osgoode S. 
Philpott, Denver, 1954; No. 4: Ward C. Fenton, Rocky Ford, 1956; 


No. 5: Scott A. Gale, Pueblo, 1956; No. 6: Herman W. Roth, Vice 


Chairman, Monte Vista, 1956; No. 7: Leo W. Lloyd, Chairman, Durango, 
1955; No. 8: Harvey M. Tupper, Grand Junction, 1955; No. 9: Ray G. 
Witham, Craig, 1955. 

Board of Supervisors (two years): J. Lawrence Campbell, Denver, 1954; 
W. S. Cleland, Delta, 1954; Harold E. Haymond, Greeley, 1954; Robert 
A. Hoover, Salida, 1954; William C. Service, Colorado Springs, 1954; 
J. Alan Shand, La Junta, 1954; David W. McCarty, Longmont, 1955; 
Duane F. Hartshorn, Fort Collins, 1955; Geno Saccomanno, Grand June- 
tion, 1955; Kenneth H. Beebe, Sterling, 1955; V. V. Anderson, Del 
Norte, 1955; William N. Baker, Pueblo, 1955. 

Delegates to American Medical Association (two years): William H. 
Halley, Denver, 1954; (Alternate: Kenneth C. Sawyer, Denver, 1954); 
George A. Unfug, Pueblo, 1955; (Alternate: E. H. Munro, Grand Junction, 
1955). 

Foundation Advocate: Walter W. King, Denver. 


House of Delegates: Speaker, Eugene B. Ley, Pueblo; Vice Speaker, 
John A. Weaver, Jr., Greeley. 


Assistant Treasurer: William (€. Service, Colorado Springs. 


Executive Office Staff: Mr. Harvey T. Sethman, Executive Secretary; Mrs. 
Geraldine A. Blackburn, Executive Assistant; 835 Republic Building, 
Denver 2, Colo.; Telephone: AComa 2-0547. 


General Counsel: Mr. J. Peter Nordlund, Attorney-at-Law, Denver. 


MONTANA MEDICAL ASSOCIATION 


NEXT ANNUAL MEETING: BUTTE, SEPTEMBER 16-19, 1954 


OFFICERS, 1953-1954 


Terms of Officers and Committees expire at the Annual Session 
in the year indicated. Where no year is indicated, the term 
is for one year only and expires at 1954 Annual Session. 
President: Sidney C. Pratt, 6 North 7th, Miles City. 
President-Elect: J. J. Malee, 101 Main Street, Anaconda. 
Vice President: George W. Setzer, Malta. 


Seeretary-Treasurer: T. R. Vye, 412 North Broadway, Billings. 


Assistant Secretary-Treasurer: Park W. Willis, Jr., 215 Main Street, 
Hamilton. 


Executive Secretary: Mr. L. R. Hegland, 1236 N. 28th Street, Billings. 


Delegate to Amertean Medical Association: R. F. Peterson, 2 West 
Granite, Butte. 


Alternate Delegate to American Medical Association: Thomas L. slaw- 
kins, 555 Fuller Avenue, Helena. 


NEW MEXICO MEDICAL SOCIETY 


NEXT ANNUAL SESSION: ALBUQUERQUE, MAY 4, 5, 6, 1955 
(Joint Meeting with Rocky Mountain Medical Conference) 


OFFICERS, 1954-55 
President: John F. Conway, Clovis. 
Immediate Past President: Albert S. Lathrop, Santa Fe. 
President-Elect: Stuart W. Adler, Albuquerque. 
Vice President: Earl L. Malone, Roswell. 
Secretary-Treasurer: Lewis M. Overton, Albuquerque. 


Executive Secretary: Mr. Ralph R. Marshall, 223-24 First National Bank 
Bldg., Albuquerque. Phone 2-2102. 

Councilors (three years): W. D. Dabbs, Clovis; W. E. Badger, Hobbe; 
(two years): Carl H. Gellenthien, Valmora; R Derbyshire, Santa Fe; 
(one year): J. C. Sedgwick, Las Cruces; W. 0. Connor, Jr., Albuquerque. 

Delegate to American Medical Association (two years): H. L. January, 
Albuquerque. Alternate: Coy S. Stone, Hobbs. 


THE UTAH STATE MEDICAL ASSOCIATION 


OFFICERS, 1953-1954 


President: Frank K. Bartlett, Ogden. 

President-Elect: Charles Ruggeri, Salt Lake City. 

Past President: K. B. Castleton, Salt Lake City. 

Honorary President: L. S. Merrill, Ogden. 

Secretary: Homer E. Smith, Salt Lake City. 

Executive Secretary: Mr. Harold Bowman, Salt Lake City. 

Treasurer: J. R. Miller. Salt Lake City. 

Councilor, Cache Valley Medical Society: R. 0. Porter, Logan. 
Counelior, Carbon County Medical Society: J. Eldon Dorman, Price. 
Councilor, Central Utah Medical Society: R. N. Malouf, Richfield. 


Councilor, Salt Lake County Medical Society: V. L. Rees, Salt Lake City. 
Councilor, Southern Utah Medical Society: R. G. Williams, Cedar City. 
Councilor, Uintah Basin Medical Society: T. R. Seager, Vernal. 
Councilor, Utah County Medical Society: D. E. Ostler, Provo. 
Councilor, Weber County Medical Society: Rich Johnston, Ogden. 
Delegate to A.M.A., 1954 and 1955: Geo. M. Fister, Ogden. 
— Delegate to A.M.A., 1954 and 1955: Eliot Snow, Salt Lake 
Editor of the Utah Section of the Rocky Mountain Medical Journal: 
R. P. Middleton, Salt Lake City. 


Board of Supervisors: 1954, J. C. Hubbard, Price; 1955, J. G. Olson, 
Ogden; 1956, C. J. Daines, Logan; 1957, R. E. Jorgenson, Provo. 


FOR COMPLETE LIST OF COMMITTEES OF THESE ORGANIZATIONS SEE JULY, 1954 ISSUE 
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THE WYOMING STATE MEDICAL SOCIETY 


NEXT ANNUAL SESSION: LARAMIE, JUNE 5,6,7, AND 8, 1955 


OFFICERS 
President: B. J. Sullivan, Laramie. 
President-elect: Russell I. Williams, Cheyenne. 
Vice President: Joseph S. Hellewell, Evanston. 
Secretary: Harlan B. Anderson, Casper. 
Treasurer: Carleton D. Anton, Sheridan. 
Delegate to A.M.A.: W. Andrew Bunten, Cheyenne. 


Alternate Delegate to A.M.A.: Albert T. Sudman, Green River. 

Executive Secretary: Arthur R. Abbey, Cheyenne. 

Councillors: Paul R. Holtz, 1955, Lander (Chairman); Earl Whedon, 
1955, Sheridan; Joseph F. Whalen, 1956, Evanston; J. Cedric Jones, 
1956, Cody; Glenn 0. Beach, 1956, Casper; Francis A. Barrett, 1957 
Cheyenne; Joseph E. Hoadley, 1957, Gillette; Ex-Officio: B. J. Sullivan, 
President, Laramie; Harlan B. Anderson, Secretary, Casper. 


COLORADO HOSPITAL ASSOCIATION 


OFFICERS 
President: Mr. Elton A. Reese, Alamosa Community Hospital, Alamosa. 
President-Elect: To be appointed. 
Vice President: Mr. Charles K. LeVine, Beth Israel Hospital, Denver. 
Treasurer: M. A. Moritz, Denver General Hospital, Denver. 


Executive Secretary: Mr. C. Franklin Fielden, P. 0. Box 1216, Colorado 
Springs. 


Trustees: DeMoss Taliaferro, Children’s Hospital, Denver (1954); C 


Franklin Fielden, Jr., Memorial Hospital, Colorado Springs (1954); to be 
appointed (1954); Henry H. Hill, Weld County Hospital, Greeley (1955); 
John Peterson, Larimer County Hospital, Ft. Collins (1955); Mubert 
Hughes, General Rose Memorial Hospital, Denver (1955); R. A. Pontow, 
University of Colorado Medical Center, Denver (1956); Roy Prangley, St. 
Luke’s Hospital, Denver (1956); Msgr. John R. Mulroy, Catholic Chari- 
ties, 1665 Grant, Denver (1956). 


FOR COMPLETE LIST OF COMMITTEES OF THESE ORGANIZATIONS SEE JULY, 1954, ISSUE 


Stodghill’s Imperial Pharmacy 


Prescriptions Exclusively 
For your prescriptions we stock a complete line of ALMAY—non-allergic—cosmetics 
Five Pharmacists 
TAbor 5-4231 


319 16th St. Denver, Colo. 


Don’t miss important telephone calls . . . « « 


ANSWERING Service 


accurately reports to you when you return. 


CALL ALPINE 5-1414 


Aecuracy and Speed in Prescription Service 
DORR OPTICAL COMPANY 


421 16th Street Denver, Colorado KEystone 4-5511 


We value the business of the many doctors we serve. 


MERCHANTS OFFICE FURNITURE COMPANY 


1511 Arapahoe Street AComa 2-2559 
Denver. Colorado 


for SEPTEMBER, 1954 775 


| 
| 
ke 
| 
L 


KARO 
SYRUP 


BELONGS IN THIS PICTURE! 


...@ carbohydrate of choice 
in milk modification for 3 generations “—* 


OPTIMUM caloric balance—60% of caloric 
intake, gradually achieved in easily . < i 
assimilable carbohydrates—is assured with 
Karo. Milk alone provides 28%, or less than Xx 
half the required carbohydrate intake. 


A MISCIBLE liquid, Karo is quickly dissolved, er ea | 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose 
and dextrose, Karo is well tolerated, easily 
digested, gradually absorbed at spaced 
intervals and completely utilized. 


PRECLUDES fermentation and irritation. 
Produces no reactions, hypoallergenic. A ee j 
Bacteria-free Karo is safe for feeding prematures, 
newborns, and infants—well and sick 47 


LIGHT and dark Karo are interchangeable in és 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4,N. Y. 
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Variety in taste and texture of foods must 
become the “spice” of a bland diet now 

that your patient can’t have sharp 

seasonings and strongly flavored vegetables. 
These “do’s” will help keep his diet 
tempting to both eye and palate. 


For the “meat” of the meal— 


Suggest that beef, lamb, and poultry be roasted 
or broiled and seasoned with salt and mild herbs. 


Meat patties stay tender when crushed corn flakes 
and a little water are added to the finely ground beef. 
Salt and a hint of thyme or marjoram give savor. 


Fish soufflé—flaked fish in any soufflé recipe— 
is a delicate delight when the top is crisped with 
cracker mea] and butter. 


Add the “trimmings” with imagination— 


Vegetables such as string beans, peas, asparagus 
tips, spinach and carrots may be cooked and served 
whole it young and tender. Otherwise they must be 
puréed. Potatoes may be boiled, baked, or mashed. 


Salads of molded gelatin are pretty to look at— 
better to eat. Your patient may like one made of 
strained beets livened with lemon juice, chilled and 
turned out of the mold on shredded tender lettuce. 


| Desserts add the final fillip. He can try apple- 

sauce added to whipped lime gelatin, chilled and 

topped with custard sauce. Or for a party touch, 
he can sweeten chilled strained fruit, add a squeeze 
of lemon, and fold into whipped cream or whipped 
evaporated milk. 


These ‘‘diet do’s” will help your patient dis- 

cover new combinations of acceptable foods. 

And he'll find his diet can be ample and inter- 
esting without straying from your instructions. 


United States Brewers Foundation 
Beer—America's Beverage of Moderation 


pH—4.3 (AveraGE OF AMERICAN BEERS) 


Hf you'd like reprints for your patients, please write United States Brewers Foundation, 535 Fifth Avenue, New York 16, N. Y. 
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_ WHEN SYMPTOMS ARE DISTRESSING 


BUT DISGUISED ... 


“Tt is strange,” Malleson says, “how little clinical recognition” has been given 
to the “negative behavior” or “endogenous misery” of the woman with endocrine 
imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 
the more obvious menopausal symptoms such as hot flushes. Even then she may become 


so accustomed to her change in feeling she can’t remember what it’s like to feel well.’ 


Changes in the mood pattern are just a few of the many distressing symptoms 
of declining ovarian function which are so often disguised because they do not always 
coincide with cessation of menstruation, and at times will occur long before, and even 
years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 


draws one of the most important metabolic regulators of the organism.”” 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form. This largely explains 
why “Premarin” not only produces prompt symptomatic relief but also imparts an 
important “plus” — the distinctive “sense of well-being” that patients find so highly 
gratifying. These benefits of “Premarin” have made it a natural estrogen widely 
prescribed by physicians . . . and often preferred by patients. 


99 SS. 


CHEMISTRY 

has no odor Estrogenic Substances (water-soluble), also known as conjugated 
... imparts no odor estrogens (equine), available in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 
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Take Lateral Lumbar / 
— Radiographs At 
2-Second Exposures , 
— With An X-Ray / 


Yes, this wonderful, low-cost Profexray ROCKET-100 
tilt-table unit gives you exposure times up to 400% faster 
than conventional equipment! It lets you take a fetus at 
1 second, a stomach at .3 second. 


That's only one of the exclusive advantages of this latest 
Profexray “first”. It’s not just a new x-ray unit — it’s an 
4 entirely new KIND of x-ray apparatus. It steps up your 
X-ray capacity, speeds your radiographic work. And, in 
spite of these “years-ahead” features (offered ONLY BY 
PROFEXRAY ), it COSTS ONLY $2595! 


So — whether you're considering x-ray for the first time, 

planning to trade in your old unit, or thinking of adding 

bon wt to your current x-ray equipment — don’t buy until you 
> know the full facts about Profexray ROCKET-100. 


Deliveries now being made — first-come, first-served. 


~ 
~ 


oa Physicians’ Supply Co., 48 W. 2nd South St., Salt Lake City, Utoh 

Rush me full details about the exclusive new Profexray ROCKET-100. 

| Fill in and mail the op 

eee 

coufion RIGHT NOW 
CITY, STATE 
1 
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VERILOID 


A POTENT, NOTABLY SAFE 


HYPOTENSIVE 


Veriloid, the alkavervir extract of the hypotensive princi- 


ples fractionated from Veratrum viride, presents these 
desirable properties in the management of hypertension. 


®@ Uniform potency and constant phar- 
macologic action assured by biologic 


assay .. 


® Blood pressure lowered by centrally 
mediated action; no ganglionic or 
adrenergic blocking, therefore virtu- 
ally no risk of postural hypotension . . 


® Cardiac output not reduced; no tachy- 


cardia .. 


® Cerebral blood flow not decreased.. 


® Renal function unaffected . . 


& TABLETS VERILOID 


Supplied in 2 mg. and 3 mg. slow- 
dissolving scored tablets, in bot- 
tles of 100. Initial daily dosage, 
8 or 9 mg., given in divided doses, 
not less than 4 hours apart, pref- 
erably after meals. 
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® Tolerance or idiosyncrasy rarely de- 
velops; hence Veriloid is well suited to 


long-term use in severe hypertension . . 


® Notably safe ...no dangerous toxic 
effects...no deaths attributed to 
Veriloid have been reported in over 
five years of broad use in literally 
hundreds of thousands of patients . . 


® Side actions of sialorrhea, substernal 


burning, nausea and vomiting (due to 


overdosage) are readily overcome 


SOLUTION 
INTRAVENOUS 


For prompt reduction of critically 
elevated blood pressure in hyper- 
tensive emergencies. Extent of 
reduction is directly within the 
physician’s control. In boxes of 
six 5 cc. ampuls with complete 
instructions. 


and avoided by dosage adjustment. 


SOLUTION 
INTRAMUSCULAR 


For maintenance of reduced blood 
pressure in critical instances, and 
for primary use in less urgent 
situations. Single dose reaches 
maximum hypotensive effect in 
60 to 90 minutes, lasts 3 to 6 
hours. Boxes of six 2 cc. ampuls 
with complete instructions. 


LABORATORIES, INC. tos angeles 49, catitornia 
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is it, Doctor, that one filter cigarette 


gives sO much more protection than 
any other? 


The answer is simply this: Among today’s nine 
brands of filter cigarettes, KENT, and KENT alone, 
has the Micronite Filter ...made of a pure, dust-free 
material that is so safe, so effective it has been selected 
to help filter the air in hospital operating rooms. 


In continuing and repeated impartial scientific 

tests, KENT’s Micronite Filter consistently 

proves that it takes out more nicotine and tars 

than any other filter cigarette, old or new. 
And yet, with all its superior protection; KENT’s 
Micronite Filter lets smokers enjoy the full, satisfy- 
ing flavor of fine, mellow tobaccos. 


For these reasons, Doctor, shouldn’t KENT be the 
choice of those who want the minimum of nicotine 
and tars in their cigarette smoke? 


... the only cigarette with the 
MICRONITE FILTER 


for the greatest protection in cigarette history 


“KENT” AND “'MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 


W 
KENT 
~ 
BAS. 
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Meat... 


and Protein Nutrition 


in Cardiac Failure 


Recent studies confirm previous clinical observations of the high 
incidence of hypoproteinemia and muscle wasting in patients 
with chronic cardiac failure. Recognition of these serious nutri- 
tional alterations prompts “the administration of large quanti- 
ties of dietary protein and supplemental vitamins.’’! 


Basic foods requiring primary consideration for providing 
adequate daily nutrition in such patients are: 


*“Milk—1 pint; meat—4 ounces; vegetables—2 servings; 
fruit and fruit juices—3 servings; carbohydrate and fat 
to fulfill caloric needs. 


“In order to restore depleted protein levels, it is neces- 
sary to increase the protein component by adding meat 
servings... 


Since anorexia usually complicates nutrition in cardiac fail- 
ure, appetizingly prepared meat encourages adequate eating. 
The high protein content of cooked lean meat, 25 to 30 per cent, 
as well as its high biologic value, serves well in mitigating hypo- 
proteinemia and muscle wasting. 


Meat also contributes valuable amounts of B vitamins 
especially needed by the cardiac patient, including both the 
well-known and the less well-known members of the B complex. 
Iron, potassium, and phosphorus are among the minerals richly 
supplied by meat. 


1. Shuman, C. R., and Wohl, M. G.: Nutritional Aspects of Heart Failure, J. Clin. 
Nutrition 2:5 (Jan.-Feb.) 1954. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement Tomenn on 

are acceptable to the Council on Foods and iy; 
Nutrition of the American Medical Association. sree 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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of water 


and sodium 


The aim of edema therapy is twofold: to increase 
the volume of fluid excreted from the body and, 
of equal importance, to effect a removal of water- 
binding sodium ions. 

Salyrgan-Theophylline, established through 
the years as a dependable mercurial diuretic, 
performs both of these functions. 


Clinical response to Salyrgan-Theophylline is 
usually rapid. Within the first day after adminis- 
tration much of the excess tissue fluid is mobilized 
and eliminated. Up to 10 liters may be excreted 
in a twenty-four hour period. Similarly, excre- 
tion of 20 Gm. or more of sodium chloride within 
twenty-four hours after Salyrgan-Theophylline 
has been observed."” 

For removal of edema and ascites in cardiac 
and cardiorenal diseases; nephrosis, and cirrho- 
sis of the liver. 


Salyrgan, brand of mersalyl, trademark reg. U.S. Pat. Off. 


in edema 


SUPPLIED: 


Ampuls of 1 cc. and 2 cc. 
— boxes of 10, 25 and 100. 
Tablets — bottles of 100, 
500 and 1000. 


WINTHROP 


Stearn 


New Yorn 18, NY. Winpsor, Ont. 


1. Nielsen, A. L., Bechgoard, P., 
and Bang, H. O.: Low-Salt 
Diet in Treatment of Congesti 
Heart Failure. Brit. Med. Jour., 
1:1349, June 16, 1951. 


2. Brown, W. E., and 
Sutherland, C. G.: Control of Edema 
in Pregnancy. GP, 8:65. Nov., 1953. 
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DOCTOR, WHEN YOUR PATIENTS ASK... 


“Which Cigarette 
hall 


REMEMBER THAT NEW VICEROY GIVES SMOKERS 


DOUBLE THE FILTERING ACTION! 


3 

f 1 NEW AMAZING FILTER OF ESTRON MATERIAL PLUS KING-SIZE LENGTH 

3 @ This new-type filter, of non-mineral, cellulose- @ The smoke is also filtered through Viceroy’s extra 
4 acetate, Estron material, exclusive with Viceroy Ciga- length of rich, costly tobaccos. Thus Viceroy actually 
a rettes, represents the latest development in 20 years gives smokers double the filtering action . . . to double 
4 of Brown & Williamson filter research. Each filter con- the pleasure and contentment of tobacco at its best! 


tains 20,000 tiny filter elements that give efficient filter- 
ing action; yet smoke is drawn through easily, and flavor 
is not affected. 


ONLY A PENNY OR TWO MORE 
THAN CIGARETTES WITHOUT FILTERS 


| Filter Tip VICEROY 


OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED 
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PROFESSIONAL MEN RECOMMEND 


D. MALCOLM CAREY, Pharmacist 
Phone AComa 2-3711 
214 Sixteenth Street Denver, Colo. 


ANY QUESTIONS 
About Your Medical Society? 


Do you have any questions about your mem- 
bership—this publication—the functions of the 
various committees of your medical Society? 


Your executive office and committee chairmen 
stand ready to help you find the answers. 


Just Ask Us 


Better Flowers at P. rices 


“Orders Delivered to Any City by 
Guaranteed Service” 


Special attention given to floral tributes. 
Also Hospital Flowers 


Call KEystone 4-5106 


Park Floral Co. Store 


1643 Broadway Denver, Colo. 


1805 GILPIN STREET 
WILL REMODEL TO SUIT 
Over 1,800 square feet of floor space— 
can accommodate four doctors—six- 


car garage could be razed for off-street 
parking. Call now to arrange lease. 


BLAIR REALTY 
AComa 2-0573 


_ In Congestive Heart Failure 


For the reduction of edema, to diminish dyspnoea and to strengthen 
heart action, prescribe Theocalcin, beginning with 2 or 3 taolets t.i.d., 
with meals. After relief is obtained, the comfort of the patient may 
be continued with smaller doses. Well tolerated. 


Theocalcin, brand of theobromi lei licyl 


Trade Mark reg. U. S. Pat. Off. 


Available in 734 grain tablets and in powder form. 


' Bilhuber-Knoll Corp. Orange, N. J. 
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from clinical observations made in about 
| two hundred reports, it is estimated that 
| 

. 

| ILOTYCIN represents an antibiotic of 
(Erythromycin, Lilly) 

| 

| 

| 


choice in more than 80 percent of all 


infections treated by physicians........ 


4 
S 
ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
786 Rocky Mountain MEpicaL JOURNAL 


a 
‘ 
3 ( 
ad 
& 
> 
1A 
4 | 
iss 
j 
4 
4 
% 


R_opert RUARK, favorite columnist 
of thousands, has gone beyond the realm 
of informing, with his use of satirical barbs 


He 
has driven a vicious one 
where its poison may well 
corrode beyond repair. 
We’re disappointed in you, 
Bob! Too many people will 
miss the point of your sarcasm and will take 
your recent editorial, “Doctors Err Like 
Humans” for gospel truth. Yes, a good doc- 
tor remains human; therefore, he may err. 
But don’t forget that good doctors — and 
they are in the great majority — are dedi- 
cated to saving lives and sparing misery. 
Too often those working with the mighty 
pen have too great a propulsion to tear 
down, and thus destroy. You can inform 
and amuse your readers without destroy- 
ing. 


aimed at anything his fancy dictates. 


Columnists 


Err, Too! 


Neither you nor anyone else needs recite 
the fact that every business and profession 
on earth can count its bums and derelicts. 
However, we thank you for granting that 
any mistake the doctors have made, in your 
“concussions, contusions, aches, pains and 
agues” were honest cones. 


Errors upon the wheels and gadgets with 
which we live are far less unfortunate than 
those upon the human body, of which we 
each have but one to see us through. But 
what makes you think it is not recognized 
that doctors are “just as liable to mistakes 
as writers who make libelous statements”? 
There has been an unprecedented number 
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Colorado - Montana - New Mexico 


Utah - Wyoming 


of legal attacks upon doctors, and there are 
even lawyers who have become “special- 
ists” in attacking them—often for $50,000 
or multiples thereof—whether or not their 
claims are founded. There are rackets 
and chiselers wherever there are human 
beings, particularly during fast and in- 
flated times. And what makes you think 
that an “impregnable fraternal relation- 
ship” exists within the medical profession? 
Doctors respect their oaths upon the wit- 
ness stand as do you or anyone else. But 
had you thought of the fact that theirs is 
not an exact science and that every case 
and every problem is different—varying 
as human minds and bodies vary in their 
reactions to every affliction? Our diag- 
noses and treatments cannot be measured 
in terms of yes and no, miles per hour, tons 
T.N.T., microns or millions of readers. 
Patients are sick or well, dead or alive, 
with every conceivable gradation in be- 
tween, and there are no two alike. We 
have consultations because there are dif- 


- ferences of opinion, and patriarchs of the 


profession work for lifetimes without see- 
ing their colleagues arrive at any con- 
clusions other than those which are for 
the best interests of their patients. “Ability 
to pay” does not enter the deliberations, 
and the best in talent and treatment is 
available to rich and poor alike wherever 
medicine is practiced. 

We wonder if Mr. Ruark has given 
thought to the fact that his scathing article 
may cost many human lives! One of the 
greatest positive factors in treatment and 
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recovery is a patient’s confidence in his 
physician. Early diagnosis and proper 
treatment are delayed when confidence is 
lacking or delayed. Your terminology: 
“Racket, kill, flagrant carelessness, abor- 
tion practice, narcotics mill, steal the gov- 
ernment blind, self-admitted God, im- 
pregnable fraternal relationship, closed 
corporation, horribly butchered, bum diag- 
nosis, sloppy surgery,” is dangerous. There 
are enough lives lost without your dis- 
pelling confidence in the best, and at times 
the only, means of restoring health and 
preserving life. 


Have you, Mr. Ruark, heard the statement, 
“Cancer Quacks Kill”? Obviously they do 
—by instilling confidence in a false “cure,” 
by failing to recognize the true nature of a 
disease that is always fatal if not treated 
early, and thereby losing invaluable time 
in the conquest of a perilous malady. So 
can columnists, or anyone else guilty of the 
same offense, cause unnecessary loss of hu- 
man life. Watch your pen, Bob, it’s 
mightier than the sword, and it can be as 
lethal as the quack, the weapons of war- 
fare, and the cars upon our highways. You 
say you love your doctor; then why not 
honor his profession as long as you are 
stuck with it, in matters of health, until 
a better one comes along? We have done 
a lot for you and your fellow men, if you’ll 
take a moment to reflect upon it. Perhaps 
you may see fit to let the people, including 
average or ordinary ones less well educated 
than you, love their doctors, too. And save 
your vindictive barbs for your next hunt- 
ing trip in Africa. The loss of a few extra 
animals will be less serious than sacrifice 
of human beings upon the alter of sensa- 
tional journalism! 


€ pucaTIONAL exhibits, with or with- 
out the spoken word, are, of course, con- 
cerned with demonstration of progress from 
one condition to another. The message is 

incomplete if only the prob- 


B f lem or condition and its 
eyore treatment are shown, but 
And After not the end result. For ex- 

ample, a series of photo- 
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graphs showing types and variations in a 
category of congenital anomalies — say, 
facial clefts—is worthless as an educational 
medium without demonstration of optimum 
time and manner of treatment, plus results. 
A lecture at the recent Rocky Mountain 
Cancer Conference was accompanied by 
colored slides showing many superficial 
tumors as their diagnosis and treatment 
were discussed. There was only one “after” 
picture in the series, and it demonstrated 
dramatic results from a type of treatment 
which was only mentioned in passing. 


With our fall and winter meetings an- 
nounced and authors preparing their talks 
and exhibits, we urge workers to show us 
the results of their work. Colleagues can’t 
read all of the articles which appear in 
this and other journals; they can’t study all 
captions and details of the exihibits. But 
they will note your conclusions; from those 
you are judged and decision is made regard- 
ing the merit of your presentation. They 
are not half as interested in what a fine 
and able fellow you are as in how they 
themselves can become better doctors. Im- 
provement in their own knowledge and 
technic is paramount but, in any event, 
they desire to keep their patients on the 
right track. 


In preparing illustrations for the articles 
and in choosing slides for your presenta- 
tions, let us hear your conclusions and see 
your results! Visual education is here to 


stay. 


W E’VE had our vacations. We hope you 
had yours, too, and that it was as nice as 
ours. Fall is upon us and Montana and 
Colorado hold their anual sessions this 
month, in Butte Sept. 16 to 
19 and in Colorado Springs 
Sept. 21 to 24. If you belong 
to one of those two societies 
—or if you are handy to one 
of those cities while visiting in Montana or 
Colorado—better take in the meeting. Both 
offer outstanding programs this year. 


Vacation’ s 
Over! 
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of the Genito- Urinary 


Lioyp G. Lewis, M.D. 
Washington, D. C. 


P vsuicrry afforded Cancer Detection 
Clinics and premature publication of ex- 
perimental work on cancer detection tests 
has led the public to believe that physicians 
should be able to find cancer in its in- 
sipience. The physician should be protected 
from such unwarranted expectation. As far 
as the urologic tract is concerned, there are 
no early symptoms of cancer. Neverthe- 
less, by simple office procedures the physi- 
cian may be able to detect relatively early 
cancer in some parts of the genito-urinary 
system. 

Renal Cortical Tumors 

The high mortality from metastatic 
spread of Wilm’s tumor in children, 
Grawitz’s tumor in adults, and from papil- 
lary cystadeno-carcinoma of the kidney 
would indicate that the diagnosis and treat- 
ment has been late. 

Wilm’s tumor, adenomyofibrosarcoma in 
infants and young children is regularly 
noted by the onset of high fever and by a 
very large renal mass which seems to pre- 
sent itself overnight. With one or two 
optimistic reports to the contrary nothwith- 
standing, the outlook for survival from this 
rapidly growing, highly malignant tumor 
is most unfavorable. I am not at all en- 
couraged by results of radical and emer- 
gency surgery, nor of x-ray therapy for these 
extensive cancers. 
removal of the kidney with its tumor, the 
perirenal fat and Gerota’s fascia is in- 
dicated. The transperitoneal approach has 
much advantage over the lumbar route for 
nephrectomy in infants. We have not had 
sufficient experience with the transthoracic 
approach to recommend it in pediatric 
urology. 

We agree with Colby (Essential Urology, 
Williams & Wilkins, Baltimore, 2nd Ed., 


*Presented before the Eighth 


Rocky 
Cancer Conference, Denver, July 


Mountain 
1954. 


14 and 15, 


for 1954 


Radical nephrectomy,, 


1953) that “the triad of pain, tumor, and 
hematuria formerly were considered the 
diagnostic features of renal neoplasm. How- 
ever, it is apparent that tumor may be pres- 
ent without any of these symptoms and that 
any one of the three signs may be a late 
symptom of the disease.” Because the 
Grawitz tumor, papillary adenocarcinoma 
of the renal cortex, is quite well en- 
capsulated, early microscopic hematuria 
does not occur. Hematuria, gross or micro- 
scopic, indicates that the blood vessels and 
particularly those at the renal papilla have 
been invaded. Pain produced by passage of 
clots is therefore a late symptom and cer- 
tainly one would have to conclude that pain 
produced by expansion of the renal capsule 
or compression of surrounding structures, 
particularly blood vessels, is a late mani- 
festation. A palpable renal mass would 
most certainly indicate very late findings 
in the case of this relatively slow-growing 
tumor. Carcinoma of the kidney should be 
suspected in adults with hematuria, weight 
loss, anorexia. It is not unusual to see in 
consultation, patients with metastases from 
carcinoma of the kidney, who have pre- 
sented none of the classic symptoms. One 
of my patients with pulmonary metastases, 
complete vena cava obstruction, weight loss 
and anemia, had none of the triad of symp- 
toms. There was not a single red blood cell 
seen on many careful urinalyses. We must, 
therefore, disagree with Badenoch, Manual 
of Urology, Grune and Stratton, New York, 
1954, that “more than one (of the classic 
symptoms) may be present from an early 
stage.” Radical nephrectomy is indicated 
for the Grawitz tumor. 

Papillary cystadenocarcinoma of the 
renal cortex, quite rare, may be benign in 
appearance, grossly and miscroscopically, 
but local recurrences and metastases from 
the tumor are highly malignant. Hematuria, 
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pain and mass are again late manifestations. 
Because of the incidence of extension down 
the ureter and through the periureteral 
lymphatics in papillary cystadenocarci- 
noma, nephro-ureterectomy is recom- 
mended. 

Because there are no early symptoms, it 
behooves us to look for signs of kidney 
cancer. The kidneys are not completely 
palpable because of their anatomic posi- 
tion. For many years we have included a 
“scout” film of the kidneys, ureters, and 
bladder as routine for all patients referred 
to us for urologic consultation. The find- 
ings of an enlargement of the kidney or a 
“bump” on the renal cortex requires 
intravenous or retrograde urography to 
delineate it. If it were not for the heavy 
expense of intravenous urograms I would 
consider them an essential part of the 
urologic consultation. It is remarkable how 
few kidney tumors are picked up by the 
very generous use of intravenous urography 
in the Armed Services. Use of the scout 
film or intravenous urogram will locate 
more benign renal cysts, asymptomatic 
calculi, and minimal obstructive lesions 
than cancer—but after all, the incidence of 
cancer of the kidney is quite low. It is 
obvious that almost all of the early kidney 
tumors are found by thorough urologic in- 
vestigation for other reasons. The late Dr. 
William A. Frontz found a 1% cm. hyper- 
nephroma when operating for stone in 
1928. That patient is still well. I removed 
a kidney with 2% cm. cortical tumor three 
years ago, when operating for stone with 
primary hydronephrosis. Any renal mass, 
no matter how small, should be _in- 
vestigated. 


I would not depend upon the findings ob- 
tained by aortography for the differential 
diagnosis between cyst or tumor of the kid- 
ney. Surgical exposure is safe, sure and is 
absolutely indicated. 


Transitional Epithelial Tumors 
Non-infiltrating, papillary carcinomas of 
the renal pelvis, ureter or bladder bleed 
quite early. Every patient with hematuria, 
gross or microscopic, deserves a thorough 
urologic study by cystoscopy, endoscopy and 
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pyelographic examination. The diagnosis 
of a small papilloma of the kidney pelvis 
or calyceal system may be difficult. In- 
travenous urography may present a clearer 
picture than retrograde studies because of 
the lesser concentration of iodide over this 
fragile tumor. Air pyelograms may be 
necessary for certain diagnosis. Tumor of 
the ureter is more easily diagnosed from 
the fact that bleeding from the ureter may 
be noted on cystoscopic observation, while 
urine from the ureteral catheter passed to 
the kidney pelvis beyond the tumor may be 
clear. Ureteral tumors are frequently 
missed or re-examination is necessary be- 
cause the ureter is not always well filled 
or contracts during pyelography and 
ureterography using the Braasch bulb tech- 
nic may be necessary. 


Any patient with the sympton of gross or 
microscopic, terminal, painless hematuria 
has papillary carcinoma of the urinary 
bladder until proved otherwise. The cysto- 
scope is the instrument of precision for the 
diagnosis of bladder tumor. 


Infiltrating papillary carcinomas of the 
kidney pelvis, ureter or bladder are late 
manifestations of those tumors described 
above. Pain from the passage of clots or 
from obstructive uropathy is commonly 
noted. Whereas patients with non-infiltrat- 
ing papillary carcinoma of the bladder have 
hematuria, without other symptoms the 
patient with infiltrating bladder cancer al- 
ways presents the symptom complex of re- 
duced working capacity of the urinary 
bladder — i. e., nocturia and frequency. 
The differential diagnosis between benign 
prostatism and carcinoma of the bladder 
depends upon cystoscopic observation. With 
few exceptions, such as purpura, the well 
established diagnosis of nephritis or other 
known causes of hematuria, such as stone 
and acute infettious processes, cystoscopy 
is absolutely indicated for patients with 
hematura. 


Because of the frequency of extension or 
reimplantation or new tumor growth in the 
remaining ureteral stump or in the bladder 
following simple nephrectomy for carci- 
noma of the renal pelvis, nephroureterec- 
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tomy is indicated followed by periodic 
examination of the bladder for new growth. 
For papillary carinoma of the ureter, 
nephroureterectomy is of course the opera- 
tion of choice. A few benign tumors of the 
ureter have been segmentally resected. For 
non-infiltrating carcinomas of the urinary 
bladder, transurethral resection of the tu- 
mor or tumors is adequate in most instances 
followed by periodic re-examination with 
the cystoscope for recurrence. The in- 
sistence on re-examination must be done. I 
have seen recurrence seven and nine years 
after removal of the primary tumor. The 
incidence of recurrence after removal of 
single papillary bladder tumor is approxi- 
mately 35 per cent. After removal of 
multiple tumors, the recurrence rate ex- 
ceeds 65 per cent. Because of the high in- 
cidence of recurrence, Dr. Milton Friedman 
and the author (A New Technic for Radium 
Treatment of Carcinoma of the Bladder, 
Friedman, M., and Lewis, L. G., Radiology 
53:342, 1949) have devised a method of 
prophylactic irradiation of the lower two- 
thirds of the bladder wall using the princi- 
ple of the radium pack. Radium or an 
equivalent amount of radon is placed in the 
drainage tube of a Foley urethral catheter 
so that it is absolutely centered when the 
balloon is inflated to size. For instance, the 
bladder wall in contact with the balloon, 
inflated to 4 cm. diameter, will receive 
1,200 rx. per day when the weight of radium 
is 25 mgm., its active length 1 cm. and the 
filter consists of 1 mm. of platinum. The 
dosage curve can be accurately estimated 
for variation of this formula by use of the 
Patterson Parker graphs. A few non-in- 
filtrating tumors are too large for efficient 
removal by transurethral methods and 
cystotomy with segmental resection is in- 
dicated. 


Infiltrating carcinoma of the urinary 
bladder may be papillary carcinoma, adeno- 
carcinoma, squamous or undifferentiated 
carcinoma. Whereas transurethral reséc- 
tion has been recommended, open surgical 
resection or total cystectomy, depending 
upon the site of the tumor, seems more 
logical. The survival rate depends upon the 
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degree of malignancy and upon the depth 
of infiltration with or without metastases. 
We have long since stopped talking about 
cure in cancer of the bladder. No patient 
whose tumors through the entire bladder 
wall survives for long. A few patients sur- 
vive five years or more following resection 
or total cystectomy for tumor which invades 
the muscle but does not penetrate the outer 
bladder wall. I know of no survival of pa- 
tents with squamous cell cancer. 


Because of ascending infection, renal 
failure and acidosis following ureteral 
transplantation into the fecal stream, I have 
decided to abandon this procedure except 
for palliation. If I were the patient with 
infiltrating carcinoma of the bladder I 
would want to have a permanent colostomy 
with ureteral transplantation into the 
sterilized rectosigmoid isolated as a sub- 
stitute bladder. 


Cancer of the Urethra 


Cancer of the urethra is quite rare in 
male and female. In the male a bloody 
urethral discharge may be an early symp- 
tom, but most cancers of the urethra occur 
behind strictures and the diagnosis is 
usually made late because the patient has 
urethritis and bleeds from dilation of the 
stricture and one is not likely to suspect 
carcinoma. Examination of the urethra 
with an endoscope is not common practice 
in a patient with stricture, yet it is ab- 
solutely indicated and necessary if we are 
going to make a relatively early diagnosis 
of malignancy. In the female, urethral 
bleeding may be a relatively early symp- 
tom. Papillitis of the urethra of the male 
hyper- 
plasia, secondary to infection, is common. 
We have no reason to believe that these are 
pre-cancerous lesions. I know of no way to 
make an early diagnosis of cancer of the 
urethra in male or female unless we do 
endoscopy, and biopsy suspicious lesions. 

Cancer of the urethra in the male re- 
quires radical extirpation of the urethra 
and penis for sure. The cure rate is fair 
for carcinomas arising anterior to the 
penoscrotal juncture but for cancers arising 
in the bulb or at the bulbomembranous 
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juncture cure is rare. Dr. Young, Dr. 
Colston, and I have tried fairly radical seg- 
mental resection of urethral cancers but 
recurrences either distal or proximal to the 
resection have resulted in further radical 
surgery or loss of the patient. Radical sur- 
gery for carcinoma of the female urethra 
has not proved very satisfactory. I have 
had two fair results from use of radium 
locally. 


Cancer of the Penis 


Circumcision is almost _ prophylactic 
against cancer of the penis. I have seen 
one cancer of the penis in a circumcized 
Jew. The early diagnosis is almost impos- 
sible because most cancers of the penis oc- 
cur on the glans or in the coronal sulcus 
behind a long foreskin, with phimosis. A 
few cancers of the penis occur in patients 
whose foreskin can be retracted. Certainly 
any ulceration of the glans penis or coronal 
sulcus should be biopsied and the presence 
of a purulent or bloody discharge in a pa- 
tient with phimosis is a clear indication 
for a dorsal slit and thorough investigation 
of the glans. The common verruca or 
venereal wart is not considered a pre-can- 
cerous lesion. 

Results of radical surgery for carcinoma 
of the penis are encouraging. Since the five 
metastatic lymphatic channels lead eventu- 
ally to the retrocrural lymph node at the 
abdominal opening of the femoral canal I 
have been doing a modified procedure pat- 
terned after the operation of Young 
(Young’s Radical Operation for Cure of 
Cancer of Penis, Lewis, L. G., Journal Urol., 
26:295, 1931). Amputation of the penis 2% 
cms. proximal to the cancer is done. The 
lymph channels which pass on the dorsum 
of the penis between Bucks fascia and the 
fascia of the penis are removed en bloc. 
The bloc dissection of lymph nodes includ- 
ing the retropubic node, the medial inferior 
and superior superficial subinguinal nodes, 
the nodes in the femoral canal and the 
nodes along the common and external iliac 
vessels is done by bilateral incision from a 
point 2 cm. medial to the anterior spine of 
the ileum to the lower border of the 
femoral canal. The skin between the ab- 
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dominal wall and scrotum is undercut. The 
preservation of the lymph channels of the 
lateral superficial subinguinal group re- 
duces the incidence and amount of edema 
of the legs commonly seen after Young’s 
operation. 


Cancer of the Scrotum 

One hundred years ago, it was a common 
lesion in chimney sweeps and of mule spin- 
ners. I have seen but one scrotal cancer, 
which occurred in a patient employed in a 
paraffin factory. His clothing was con- 
stantly saturated with paraffin. Undoubted- 


‘ly the scrotum is very sensitive to coal tar 


and wax. Radical resection of the scrotum 
and of the lymphatic tract as for carcinoma 
of the penis effected a cure in the patient. 


Testis Tumors 

Although testis tumors are relatively 
rare, they are very important because they 
usually occur in men between 20 and 30 
years of age. The classic symptom is 
painless enlargement of the testis itself, 
but about 27 per cent of patients with testis 
tumor have pain and more or less sudden 
onset of swelling which brings about the 
erroneous diagnosis of epididymitis. It is 
most unusual for a young man with pain- 
less enlargement of his testis to seek med- 
ical attention. The high mortality (85 per 
cent) prior to World War II indicates that 
the diagnosis was late and treatment in- 
adequate. During World War II when prac- 
tically all of the young men were in the 
Armed Forces, medical officers became ac- 
quainted with the relatively high incidence 
of testis tumor in Service personnel and 
the diagnosis was made a little earlier than 
in private practice. By radical surgery and 
very efficient irradiation the mortality was 
lowered from 85 to 40 per cent. Diagnosis 
can usually be made by means of simple 
bimanual palpation of the testis. To 
delineate masses in the testis itself, in the 
epididymis, or testicular adnexi, medical 
students must be taught this simple method 
of palpation and be able to identify the 
globus major, the globus minor, and body 
of the epididymis. Differential diagnosis 
between testicular tumor, epididymitis, 
spermatocele, spermatic granuloma, gumma 


Rocky Mountain MEpDICcCAL JOURNAL 


4 


and hydrocele should not be difficult. In 
testicular tumor, the epididymis can quite 
regularly be palpated on the dorsal surface 
of the testis. Spermatocele is a cystic 
mass attached to the globus major of the 
epididymis. Epididymitis is characterized 
by painful, tender enlargement of the 
epididymis itself, with or without inflam- 
matory hydrocele. The difficulty in diag- 
nosis occurs in the presence of a thick- 
walled or tense hydrocele. The anatomic 
fact that the testis and the epididymis both 
lie within the hydrocele sac is a differential 
point. Tapping of the hydrocele to facilitate 
palpation is indicated, but biopsy of a 
testicular tumor with a needle is absolutely 
contraindicated. When in doubt of the 
diagnosis of testicular tumor, exploration 
of the scrotal contents is in order. The 
hydrocele sac is opened for inspection of 
the testicle. 


My pre-operative diagnosis has been in 
error three times. Twice I had diagnosed 
tumor and found a calcified hydrocele. 
Once I made the diagnosis of a thick-walled 
hydrocele and found tumor. In another 
instance the differential diagnosis between 
gumma and testicular tumor was in doubt. 
I did not feel that the therapeutic test for 
syphilis was indicated because of the pos- 
sible delay in making early diagnosis of 
testicular tumor. Therefore, when the 
testicular mass was exposed surgically, it 
was removed and certainly there was no 
loss of a syphilitic testis. 


For seminoma, simple inguinal orchiec- 
tomy followed by x-ray therapy of the 
retroperitioneal node area is sufficient. The 
advantage of radical surgery for seminoma 
is about 2 per cent over simple orchiectomy. 
For all other malignant testis tumors, 
radical orchiectomy is indicated. The testis 
with all of its tunics, the entire spermatic 
cord, the retroperitoneal nodes from the 
inguinal ring to the diaphragm on the af- 
fected side are removed. Metastasis to the 
contralateral side are late manifestations 
and I do not hesitate to do bilateral surgery 
for radio resistant tumors provided distant 
and blood borne metastasis can be ruled 
out. The advantage of radical over simple 
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orchiectomy for radio resistant tumors is 
more than 10 per cent. The lethal dose for 
seminoma is less than 1,000 ry. but for 
teratomas of embryonic or adult type the 
lethal tumor dose is in excess of 5,000 ry. 
which is above the patient’s tolerance. 


Cancer of the Prostate Gland 

There are no early symptoms of operable 
cancer of the prostate gland. However, 
some patients with benign prostatic hyper- 
plasia occurring concommitantly with early 
cancer of the prostate have symptoms of 
prostatism. The only way to discover early 
operable carcinoma of the prostate gland 
is to carry out routine digital rectal ex- 
amination of the prostate, annually, in men 
over 50 years of age. When an Army 
order, requiring urologic consultation, with 
rectal examination of all officers and en- 
listed men in the age group was in effect, 
Col. J. C. Kimbrough (Discussion, Kim- 
brough, J. C., J. Urol., 64:147, 1950) at Walter 
Reed Army Hospital was afforded the op- 
portunity of performing radical surgery in 
67 per cent of patients admitted to the hos- 
pital with cancer of the prostate gland. It 
is common experience that not more than 
5 per cent of patients seen by urologists, 
with cancer of the prostate gland, are 
operable with a possibility of a cure. I 
have been fortunate in my practice to have 
had many referrals of patients with early 
lesions and have performed radical prosta- 
tectomy in approximately 25 per cent of 
cases. 


Carcinoma of the prostate is character- 
ized by an indurated, elevated, irregular, 
fixed lesion, usually on one side, in the 


. apical half of the gland. The posterior 


lamella of the prostate, the true prcstate 
gland, extending from the anterior com- 
misure, laterally and posteriorly behind the 
ejaculatory ducts is the common site of 
origin of prostatic cancer. Since this 
lamella is thickest at the apex distal to the 
ejaculatory ducts, it would be expected that 
more early cancers would be detected in 
this area. In spite of reports of cancer oc- 
curing in lobes of BPH, I believe there is 
no proof that the lesion was isolated to the 
adenomatous prostate. In my experience, 
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in all of those patients with occult cancer 
found on section of glands removed for 
BPH there has been eventual evidence of 
cancer developing in the remaining portion 
of the prostate. The differential diagnosis 
lies between carcinoma, infarct, calculus, 
tuberculosis and fibrous prostatitis. In- 
farction usually produces induration, fixa- 
tion with contracture rather than eleva- 
tion or irregularity. Calculus can be readily 
diagnosed by x-ray, but I have seen cal- 
culus and carinoma occurring concom- 
mitantly twice. Twice I have removed 
tuberculous prostates without involvement 
of the seminal vesicles or epdidymes on the 
erroneous diagnosis of cancer of the pros- 
tate gland. Fibrous prostatitis is usually 
a bilateral lesion and the differential diag- 
nosis between cancer and fibrosis at the 
base of the prostate and around the seminal 
vesicles is not a very difficult one. Cer- 
tainly any patient with an indurated lesion 
of the prostate gland should have the bene- 
fit of urologic consultation. Biopsy by use 
of the Silverman needle or several other 
instruments, when positive is conclusive, but 
a negative biopsy is of no value whatso- 
ever. In such cases, perineal exposure and 
surgical excision of the nodule is indicated. 
Frozen section may be done and, when posi- 
tive, radical surgery may be concluded. 


Total perineal prostatectomy is not radical 
in that the lymphatic pathways are not re- 
moved. After perineal exposure, the urethra 
is severed distal to the prostatic apex, the 
entire prostate with its capsule and sur- 
rounding fascia, the seminal vesicles and 
their surrounding fascia, the neck of the 
bladder and the anterior portion of the 
vesical trigone are removed. The cure rate 
by this procedure for early grades I and 
II cancers situated in the apical half of the 
prostate gland, without evidence of per- 
ineural lymphatic extension is about 80 
per cent in my series. The cure rate for 
more extensive lesions limited to the 
prostatic capsule is about 60 per cent. When 
the bases of the seminal vesicles are in- 
volved or perineural lymphatic invasion is 
noted, good palliation is accomplished. I 
have not been able to cure any grade III 
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or grade IV lesions which are more common 
in the younger age groups. The advantage 
of radical retropubic prostatectomy should 
lie in the accessibility of the lymphatic 
pathways for surgical removal but when 
the diagnosis is in doubt or unproved by 
biopsy the perineal route has a decided ad- 
vantage. 


Sarcoma 


Myosarcomas and lymphosarcomas orig- 
inating in the prostate gland or urinary 
bladder are most insidious in onset and to 
my knowledge all of these young patients 
seek medical aid for obstruction, which is 
certainly a late symptom. I do not believe 
it possible to make early diagnosis by 
palpation. All of these patients die of 
metastasis and extension. 


Diagnosis by Stained Smear Technic 

Staining of urinary sediment by the 
Papanicolaou technic, or of prostatic secre- 
tion by this method, has proved most de- 
ceptive as far as diagnosis of cancer of the 
genito-urinary tract is concerned. Lack of 
positive findings for renal cortical tumor 
and the high incidence of false. positive 
findings in questionable papillary tumor of 
the kidney pelvis, ureter and bladder cause 
us to doubt the value of the procedure. 
Because of positive Papanicolaou findings 
by capable investigators, two kidneys have 
been removed in the City of Washington 
and after thorough pathological examina- 
tion no tumor was found. In two instances 
I have thoroughly explored the kidney 
pelvis and calyces in patients with positive 
smears from that kidney, in the presence 
of questionable pyelographic defect. I re- 
moved the suspect calyx in both instances 
to find only simple ulceration and the pa- 
tients recovered and are alive over five 
years. Metaplasia from infection is so com- 
mon in the urinary tract that only the most 
experienced investigator can differentiate 
these lesions from malignancy. I have 
never seen positive Papanicolaou smears 
from cancer of the prostate gland except 
in inoperable lesions. 


Conclusion 
1. I am forced to conclude that in the ab- 
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sence of symptoms there is no acceptable 
method of early diagnosis of cancer of the 
kidney cortex. 

2. That early palpable carinoma of the 
kidney pelvis, ureter or bladder could be 
detected by thorough urologic investiga- 
tion of every patient with microscopic 
hematuria. 

3. That cancer of the urethra and penis 
could be diagnosed early if the suspicions 
of the urologist were aroused. 


4. That the diagnosis of testicular tumor 
could be made much earlier if the physician 
were aware of the relative frequency of 
this malignancy in young men and were 
taught the simple method of bimanual pal- 
pation of the testes. 

5. That there are no symptoms of early 
prostatic malignancy; that early operable 
cancer of the prostate gland can be de- 
tected by digital rectal examination. 


in Acute Appendicitis 


Ir MAY seem superfluous, if not actually 
trite, to discuss a disease with which all 
doctors are familiar and with which most 
physicians have had a great deal of ex- 
perience. However, there has been re- 
newed interest in this, the most common 
abdominal surgical disease, in recent years 
due to introduction of sulfonamides and 
more especially the antibiotics. And there 
is today some controversy whether these 
drugs have or should make any funda- 
mental difference in the treatment of this 
disease. 

In some areas there has been a trend 
toward regarding appendicitis now as a 
medical disease. There is no doubt that 
these drugs have proved to be of great 
value, but this value appears to be in pre- 
vention and treatment of complications 


such as abscess, peritonitis, etc., and not 


in treatment of the uncomplicated case. 
That there has been a substantial reduction 
in mortality and morbidity of the disease 
there can be no doubt, and few will deny 
that this improvement is due in large 
measure to the action of these drugs. Wit- 
ness the change which has occurred in the 
death rate from appendicitis in this country 
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in recent years. In 1934 there were 18,129 
deaths due to appendicitis or a rate of 14.3 
per 100,000 population. In 1939 the number 
had fallen to 14,113 and the rate to 10.8. In 
1945 there were 6,697 deaths and the rate 
5.1, and in 1950 3,080 deaths and a rate of 
2.0 per 100,000 population. In addition, 
there has been a reduction in morbidity in 
general with a shortening of the hospital 
stay, a decrease in incidence of postopera- 
tive infections and a more rapid resolu- 
tion of them. Such aspects of the disease 
such as etiology, signs and symptoms, 
differential diagnoses, etc., will be men- 
tioned only briefly. 


The etiology remains unknown. It is 
primarily a disease of children and young 
adults but may occur at any age group. It 
is somewhat more common in males. Other 
factors such as diet, heredity, trauma and 
pregnancy have all been considered as 
possible etiologic factors but their im- 
portance seems questionable. There is no 
question, however, about the importance 
of fecaliths. Felson states that one-third 
of acutely inflamed appendices contain 
fecaliths whereas normal appendices con- 
tain them in only 3 per cent. Perforation 
seems to be much more common and more 
rapid in cases in which they are present. 
Another factor of importance seems to be 
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the presence of hyperplasia of the lymphoid 
follicles. Lymphoid tissue in the appendix 
reaches its maximum development in pre- 
pubertal life and is greater in boys. Dur- 
ing adolescent years the muscular coat 
undergoes thickening which narrows the 
lumen. If obstruction of the lumen occurs 
from any cause, appendicitis is likely to 
develop and the organ might well be com- 
pared to a “blind loop” of obturated in- 
testine. If tension which develops from 
obstruction is not relieved, venous conges- 
tion occurs with exudation, arterial oc- 
clusion, gangrene, ulceration and perfora- 
tion. Other factors such as bands, kinks, 
intestinal parasites, foreign bodies, en- 
teritis, etc., are all possible factors. 


Signs and Symptoms 

Cases with typical history and findings 
are unusual. Indeed it might almost be 
said that the unusual case is the rule rather 
than the exception. The pain varies in site 
and character but is most commonly 
periumbilical or epigastric, poorly local- 
ized at the onset, mild to moderately severe, 
usually aching in type but at times crampsy. 
Later it tends to shift to the RLQ. Pain 
is apparently due to distention of the ap- 
pendix with irritation of nerve endings 
in the serosa. It is splanchnic in origin. 
Appendiceal colic probably represents at- 
tempts to expel a fecalith. Nausea develops 
and later vomiting with tenderness and 
muscle spasm. One finger localization is 
of great value and importance and is 
usually at McBurney’s point. The site of 
greatest tenderness is usually at the site 
of the appendix, which may vary greatly. 
Hyperesthesia of overlying skin is present 
in 20 per cent. 

Rectal examination is of great importance 
especially in (1) infants and children, (2) 
pelvic appendicitis, and may be the out- 
standing finding in thesé two groups of 
cases. 

Systemic disturbance is usually mild with 
a low grade fever of 99°-101°. Constipation 
is frequent, diarrhea unusual. If nausea 
and vomiting precede pain one should be 
very wary of the diagnosis of appendicitis. 
A white blood count of 10,000 to 20,000 with 
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an increase in the immature polys is the 
usual finding. 

X-ray examination is of value principally 
in ruling out other diseases such as ureteral 
stone, gallstones, etc. Occasionally it is 
helpful by visualizing a stone in the ap- 
pendix. The barium enema is rarely help- 
ful and should not be used in cases of 
suspected acute appendicitis. 

In differential diagnosis we must con- 
sider such obvious possibilities as gall- 
bladder disease, diseases of the genito- 
urinary tract such as stone pyelocystitis, 
etc., disease of the female generative organs 
especially tubo-ovarian disease, mesenteric 
lymphadenitis especially in children, pul- 
monary disease such as pleuritis and 
pneumonia, pancreatitis, intestinal obstruc- 
tion, diabetic acidosis, gastroenteritis and 
many others. I want to mention specifically 
a few which we have found in recent years 
to assume real importance in the dif- 
ferential diagnoses, namely, amebiasis, 
acute salmonellosis, acute shegellosis and 
regional enteritis. 

Amebiasis has been found to be a much 
more common disease in this area than was 
formerly supposed. Its signs and symptoms 
are protean with pain in the right lower 
quadrant a frequent complaint, and tender- 
ness a common finding. 


Acute salmonellosis may be found in 
epidemic form with acute enteritis or as 
sporadic cases with a typhoid-like picture. 
Leukopenia is usually present and pul- 
monary lesions are common. Diagnosis is 
made by blood culture, the finding of spe- 
cific agglutinins during the course of the 
disease and culture of the stools. We have 
found some cases in our nurses. 


Treatment 

Despite the fact that some authorities 
feel that some cases of appendicitis can 
now be treated by conservative means with 
antibiotics, and some feel that the emer- 
gency status of appendicitis has lessened, 
and that a few hours of observation is now 
permissible (or at least less hazardous), 
most surgeons are still in agreement that 
early operation remains the treatment of 
choice. Most of the controversy that has 
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existed in years past pertained to the treat- 
ment of complications and this is still the 
case. That antibiotics are of real value 
in both the prevention and treatment of 
complications there is no doubt. This has 
been demonstrated both clinically and in 
the laboratory animal especially with the 
use of penicillin-streptomycin mixtures and 
also with the use of aureomycin or ter- 
ramycin. In dogs, for example, Yeager, 
working with experimentally produced 
peritonitis, found the survival rate of con- 
trols only 20 per cent, but in those animals 
treated with streptomycin and aureomycin 
it was 60 per cent and 90 per cent, re- 
spectively. 


For purposes of discussion it is con- 
venient to divide acute appendicitis into 
four groups: (1) acute appendicitis without 
perforation, (2) acute appendicitis with 
abscess formation, (3) acute appendicitis 
with early perforation, without abscess or 
diffuse peritonitis, (4) acute appendicitis 
with perforation and diffuse or spreading 
peritonitis. I believe that the best treat- 
ment for these groups is as follows: 

Group 1. Early operation. This treat- 


ment is still not seriously disputed despite 
antibiotics. 


Group 2. Operation with drainage. Here 
there is some difference of opinion. If the 
abscess is well localized and the appendix 
is accessible and can be removed without 
causing much or any disruption of the 
abscess wall, appendectomy may be justi- 
fied. Otherwise it is better to drain only 
and to perform appendectomy several 
weeks later as an interval operation. Again 
some feel that abscess cases should be 
treated conservatively, without operation, 
by rest, heat, antibiotics, etc., especially in 
children. There is no doubt that many of 
these abscesses will resolve if so treated and 
the appendix may then be removed later 
on as an interval operation, especially in 
children. However, in my own experience 
I feel that I have been operating more of 
them recently than was formerly the case 
and in some instances removing the ap- 
pendix with it. So far I have not had oc- 
casion to regret this change and am sure 
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I have saved these patients a great deal of 
time, expense, prolonged hospitalization, 
and secondary surgery. 

Group 3. Acute appendicitis with early 
perforation. I am sure that in this group 
early operation with appendectomy is the 
procedure of choice. In some of these cases 
the exact status of the appendix might be 
misinterpreted before operation. For ex- 
ample, one may feel that early perforation 
is present, operate and find that perfora- 
tion has not actually occurred. In such 
cases early operation is obviously desirable 
and will prevent perforation and complica- 
tions. Even in those which have perforated, 
however, and no abscess is found, if the 
general condition of the patient is good, 
operation is likely to do very little harm 
and will remove the focus of the infection 
and thereby stop further contamination. 
These cases nearly always do well and with- 
out drainage. 


Group 4. Acute appendicitis with dif- 
fuse peritonitis. These patients are very 
ill and constitute most of the fatal cases. 
Oschner years ago (1900) showed that bet- 
ter results were obtained with conservation. 
However, today, despite some controversy 
most authorities feel that all except the 
nearly moribund cases should be treated by 
operation as soon as the patient can be 
prepared, fluid and electrolyte balance re- 
stored, antibiotics and possibly blood ad- 
ministered, abdominal distention relieved 
by intestinal intubation with the Miller- 
Abbott or Cantor tube, etc. In the very 
late cases it would seem better to treat con- 
servatively with the hope that the peri- 
tonitis will resolve or an abscess form 
which can be drained. 


There have been no recent significant 
changes in the technic of appendectomy. 
The incision can be a McBurney, lower right 
rectus or midline with the former favored 
except in cases of doubtful diagnosis espe- 
cially in females. Ligation and inversion 
of the stump appeals to me as better tech- 
nic than simple ligation and I have seen 
no cases of stump abscess to make me 
change. Drains are unnecessary in acute 
appendicitis and ineffective in diffuse peri- 
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tonitis. They should be used in cases of 
abscess and in the presence of necrotic 
tissue. Penicillin and streptomycin may be 
used locally in the peritoneal cavity and 
probably help. 

One large institution recently reported 
that in 1935-37, 424 patients were operated 
for acute appendicitis. There were no 
deaths in those cases in which perforation 
had not occurred; a 3 per cent mortality in 
perforations without abscess and 13.5 per 
cent in perforation with abscess, and 20 per 
cent in diffuse peritonitis and a total 
mortality of 5 per cent. In 1945-47 the same 
institute reports 432 cases with no deaths 
in any of these groups. 

What are the causes for delay in opera- 
tion? There are many including mis- 
diagnosis, delayed diagnosis, and lack of 
education of the public regarding the 
danger signs. The reasons seem to be 
partly medical, partly economic, and partly 
social. Some patients do not call a doctor 
because they feel they cannot afford it. 
This brings up the whole subject of health 
insurance, hospital insurance, etc., and 
points the need for covering of all citizens. 
Some patients have stated that they 
couldn’t get a doctor, or they get the doc- 
tor but he refused to come. This is a serious 
charge, one which the medical profession 
must refute or correct. Perhaps in an oc- 
casional case the trouble lies with sub- 
standard medical practice. If so we must 
elevate standards from the better selections 
of medical students and improved teaching 
in medical schools, to improvement of in- 


ternship and residency training and more 
and higher quality postgraduate courses for 
physicians in practice. In this area we have 
another possible factor—lack of hospital 
beds. Our private hospitals here are 
crowded, there have been virtually no new 
beds added to this area for private patients 
for twenty-five years. I have had two cases 
of subacute or mild appendicitis in recent 
months for which I could not get a bed in 
any of our hospitals. Fortunately both cases 
subsided with bed rest and antibiotics. Such 
incidents are not rare. 
Summary 

The fundamental principles involved in 
the treatment of acute appendicitis have not 
changed in recent years. Early operation 
remains the treatment of choice in all cases. 
Sulfonamides and antibiotics are of great 
value in preventing and treating complica- 
tions but they will not alter the funda- 
mental problem of a fecalith in an appendix 
producing a closed loop type of obstruction 
progressing to gangrene and perforation. 
They have no doubt removed some fear of 
the disease but this may be more harmful 
than beneficial. If appendicitis does sub- 
side without operation the danger of re- 
currence is still great. The greatest danger 
in the injudicious use of these drugs at 
present lies in their use in undiagnosed 
cases of abdominal pain which might be 
appendicitis. J. B. Murphy said years ago 
that morphine should not be used until a 
diagnosis is made. It appears that the same 
advice might well be given with regard to 
use of antibiotics. 


NAME CHANGE FOR A.M.A. COUNCIL 


“Only the name has been changed...” Ai 
its last meeting, A.M.A.’s Board of Trustees ap- 
proved a change in name only for the Council 
on National Emergency Medical Service which 
from now on will be known as the Counci! on 
National Defense. As formerly, the Council 
assists with national and state disaster relief 
plans and coordinates the work of state emer- 
gency medical service committees. 


It helps physicians prepare themselves for 
the management and care of casualties which 
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might result from atomic, biological or chemical 
attacks. Also, the Council collects and dissemi- 
nates civil defense and disaster relief information 
for both military and civilian use and assists 
government agencies, medical and_ hospital 
groups and local disaster relief groups in plan- 
ning adequate civil defense programs. The Coun- 
cil works closely with the surgeons general of 
the armed forces and the Armed Forces Medi- 
cal Policy Council of the Department of Defense 
in formulating plans and procedures for im- 
proving the medical care for members of the 
armed forces. 
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Jil RS. L. G. (296400) was a 41-year-old 
white housewife, gravida 12, para 11. This 
patient was admitted to the Denver General 
Hospital on September 7, 1953, in her 
twenty-fourth week of gestation. The blood 
type was O Rh positive, serology negative 
and her pelvis was unmeasured. Her past 
obstetrical and medical histories were 
normal. 

The patient received no prenatal care with 
this pregnancy. On the morning of Sep- 
tember 7, 1953, she awoke with severe head- 
ache followed by profuse vaginal bleeding 
and syncopy. She was admitted to Denver 
General Hospital in profound shock ap- 
proximately one and one-half hours after 
the onset of symptoms. There was moderate 
vaginal bleeding, the uterus was extremely 
irritable and uterine contractions occurred 
irregularly. The fetal heart could not be 
heard. Urine was unobtainable. The pa- 
tient’s blood pressure responded to dextran, 
blood and intravenous vasopressors. Hemo- 
globin determination on admission was 
9.5 gm. 

The patient was transferred from the 
emergency room to the obstetrical floor and 
a sterile vaginal examination was done. No 
placenta previa could be felt. The cervix 
was 75 per cent effaced and 2 cm. dilated 
with the vertex floating over the pelvic in- 
let and the membranes intact. The mem- 
branes were artificially ruptured with re- 
lease of a large amount of dark, bloody 
amniotic fluid. There was brisk vaginal 
bleeding which did not clot. There were 
ecchymotic areas over most of the pa- 
tient’s body and she had mild hematemesis, 
hemoptysis, and bleeding from the gums. 
Venous blood was drawn for clotting time 
and it was noted that a poor clot formed in 
approximately forty minutes, which frag- 
mented in five to ten minutes when incu- 
bated at 37° C. Plasma fibrinogen was sub- 
sequently reported as 0.17 gm. per cent. Her 
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blood pressure at this time was 120/90. She 
was then given intravenous pitocin drip to 
stimulate labor. After three and one-half 
hours of labor, during which time she re- 
ceived 24% minums of pitocin, she was 
spontaneously delivered of a 780-gm. still- 
born infant. Approximately thirty-five 
minutes prior to delivery the blood pressure 


‘rose and remained fairly stable at 150/100. 


The placenta, which was expressed simply 
within a few minutes after the infant, 
showed a segment representing approxi- 
mately one-fifth of its area of premature 
separation. During this time the patient re- 
ceived 1,500 c.c. of whole blood and 1,000 
c.c. of 5 per cent glucose in water. She re- 
ceived no plasma fibrinogen. 

Within ten minutes after the expression 
of the placenta, the venous clotting time re- 
turned to four minutes with good retraction 
and minimal fractionation of the clot after 
incubation at 37° C. for one hour. 

Diagnoses were: 1. Placenta abruptio; 2. 
Shock; 3. Fibrinogenopenia; 4. Intrauterine 
death. 

The patient remained anuric for eight 
hours, then started putting out minimal 
amounts of bloody urine which showed 
three plus albumin. Ten hours following 
delivery the patient had a sudden blood 
pressure fall to 80/60 without clinical mani- 
festation of shock. She responded immedi- 
ately to intravenous Wyamine and 500 c.c. 
of blood. In addition she was given aqueous 
adrenal cortical extract, 30 c.c. initially, 
and intermittently thereafter for thirty-six 
hours, because it was suspected her hypo- 
tension was due to adrenal insufficiency. In 
addition she was maintained on cortisone 
and DOCA for two days. 

The subsequent care of this patient re- 
solved itself into a problem of the manage- 
ment of acute renal insufficiency. During 
the next seventy-two hours the urinary out- 
put was 750 c.c. with maintenance of normal 
blood pressure. During this time she re- 
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ceived 7,500 c.c. of fluids including 2,000 
c.c. of blood. There was no evidence of fluid 
retention or congestive failure at this time. 

On the third postpartum day the patient’s 
condition was complicated by right upper 
abdominal pain, tenderness, and signs of 
peritoneal irritation and vomiting which 
was treated with analgesics and gastric 
suction. 

Her urinary output during the subsequent 
nine days varied between 120-695 c.c. per 
day. During the fourth and fifth days it ap- 
peared that she was entering a diuretic 
phase. On the sixth day her output dropped 
to 120 c.c. Her fluid intake from the fifth 
day until death varied from 900 to 1,700 c.c., 
depending upon urinary output. An attempt 
was made to limit her intake to the urinary 
output plus her insensible water loss. 


The NPN rose from a baseline of 59 mg. 
per cent on the second day to 200 mg. per 
cent on the eleventh day. She had a moder- 
ately severe metabolic acidosis with a CO, 
of 22 vol. per cent on the tenth day. Her 
serum potassium of 6.2 meq/lit. on admis- 
sion surprisingly did not change greatly, 
rising to a high of 7.2 meq/lit. on the eighth 
day, but actually falling to 5.2 meq/lit. on 
the eleventh day. Serial EKG’s showed tall, 
peaked T-waves over the chest leads com- 
patible with moderate hyperkalemia. In ad- 
dition to fluid restriction, treatment was di- 
rected towards control of serum potassium 
levels. 


The patient was placed on a sodium con- 
taining cation exchange resin, 30 gm. per 
rectum, on the eighth day. Rectal use was 
necessitated by patient’s vomiting. On the 
ninth and tenth days she received a total 
of 40 gm. through a gastric tube. On the 
tenth day intramuscular testosterone and 
hypertonic glucose and insulin were added, 
all these measures used in an attempt to 
lower the serum potassium level. 


No effort was made to correct hypona- 
tremia and hypochloremia, but she did re- 
ceive sufficient normal saline daily in order 
to replace the urinary chloride loss. On the 
seventh day 200 c.c. of 5 per cent saline was 
given intravenously in order to determine 
whether oliguria was accentuated by low 
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serum sodium and chloride levels. Hourly 
urinary output determinations during and 
following the infusion failed to show a rise. 
For this reason, no further hypertonic sa- 
line was given. 


Clinically there was no great change in 
the patient’s condition until immediately 
before death. She complained daily of 
moderate right upper abdominal pain and 
distension, weakness, and nausea. She ap- 
peared pasty and lethargic. There was no 
mental deterioration. Except for some 
peripheral and facial edema developing on 
the eighth day, there were no signs of heart 
failure and by the ninth day the abdominal 
symptoms and signs subsided. No peri- 
cardial friction rub was heard at any time. 

Her blood pressure rose from initial shock 
levels to about 180/100 immediately post- 
partum, then dropping to 80/60 eight hours 
postpartum. For the next three days it re- 
mained at normotensive levels and then rose 
again until just prior to death, averaging 
180/100. Frequent urinalyses showed spe- 
cific gravities varying between 1.007 to 
1.010 with 1.016 recorded on one occasion 
with one to three plus albumin and small 
numbers of white blood cells with some bac- 
teria. At no time were casts present. A 
urine culture was positive for E. Coli. On 
admission the patient was started on pro- 
caine penicillin, 2,000,000 units a day, and 
streptomycin, 2.0 gm. a day, these drugs 
being continued for ten days. On the 
eleventh hospital day, without any appar- 
ent change in her general condition, she sud- 
denly became unresponsive, the blood pres- 
sure falling to 110/90, vomited a small 
amount of blood and expired. 


Autopsy Findings 
The findings at autopsy revealed an obese 
Spanish-American female with bright red 
blood coming from the vagina. There was 
800 c.c. of clear amber fluid in each pleural 
cavity and 2,500 c.c. of a similar fluid in the 
abdominal cavity. The subcutaneous tissue 
was markedly edematous. In the pericardial 
sac was 250 c.c. of amber fluid. 
Significant gross and microscopic findings 
of the organs are as follows: 
Sections of the heart revealed moderate 
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neutrophilic and lymphocytic infiltration of 
the pericardium. The lungs were moderately 
congested. A severe tracheo-bronchitis with 
marked neutrophilic infiltrate was present. 
The kidneys were swollen and microscopic 
sections revealed large cellular bloodless 
glomeruli with swelling of the endothelial 
cells and thickening of the basement mem- 
brane. In the tubules there was marked 
vacuolization and swelling of the cytoplasm. 
The collecting tubules contained moderate 
amounts of hemosiderin and albuminous 
casts. There was a chronic cystitis of the 
bladder. The uterus contained a red, orange- 
sized mass in the lumen which on section 
was shown to be decidual tissue and necrotic 
debris. 

The underlying pathology of the patient’s 
death was acute membranous glomerular 
nephritis due to toxemia of pregnancy. Bell 
and Allen believe the glomerular lesions 
described above are pathogonomic for this 
disease. Bell found this picture in fifty-one 
of his fifty-two cases of toxemia. The initial 
symptoms, described by the patient, of se- 
vere headache followed by profuse vaginal 
bleeding may have been due to an acute 
hypertensive episode. This patient’s blood 
pressure ranged from shock levels on ad- 
mission to frank hypertension later 
(160/110). Her N.P.N. gradually rose (200) 
with oligura due to the membranous 
glomerulonephritis and the nephrosis. This 
uremia can explain the pericarditis. The 
severe oligura resulted in hydroserositis and 
edema found at the autopsy... The kidney 
lesions also accounted for the hematuria, 
and albuminuria cystitis is a frequent post- 
partum finding, and continued vaginal 


bleeding was due to retained products of 
conception. 
Comment 

During recent years more literature has 
appeared and more emphasis placed on the 
syndrome of intravascular clotting and 
afibrinogenemia complicating toxemia of 
pregnancy. 

This patient survived her initial shock epi- 
sode and recovered from what was an ap- 
parent afibrinogenemia and went on to suc- 
cumb to another delayed complication, 
namely that of acute renal failure with a 
pathological picture of lower nephron 
nephrosis and glomerulo-nephritis. 

Although a terminal episode of “stiffen- 
ing” was described in this patient it could 
not adequately be depicted as a convulsion. 
There were no other pathological lesions 
consistent with eclampsia, cerebral vascu- 
lar accident or cortical renal necrosis. 

We feel that the kidney glomerular and 
tubular lesions are the primary entities in 
this patient resulting from the initial shock 
episode with insufficient recovery of the 
tissue and therefore the retention of toxic 
substances incompatible with life. The arti- 
ficial kidney was not employed in this pa- 
tient. 

Weiner, et al., state that when death oc- 
curs from uremia it does so in the second 
week following delivery and autopsy ma- 
terial reveals a nephrosis which is consid- 
ered consistent with an ischemic episode. 
Dieckmann states that if the patient sur- 
vives the hemorrhage from abruptio pla- 
centa, the cause of death is usually renal 
failure and he quotes Thomas at Duke Uni- 
versity as claiming likewise. 


FELLOWSHIP FOR ARTHRITIS 


With a deadline for applications of October 
15, 1954, the Arthritis and Rheumatism Founda- 
tion is offering research fellowships in the basic 
sciences related to arthritis. Applications for 
predoctoral, postdoctoral, and senior fellowships 
will be reviewed and awards made in January, 
1955. Predoctoral fellowships will range from 
$1,500-$3,000 per annum, while postdoctoral fel- 
lowships will range from $4,000-$6,000 per 
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annum, The amount of both will depend on 
family responsibilities, and both are tenable for 
one year with prospect of renewal. 

Senior fellowships for more experienced in- 
vestigators will carry an award of $6,000-$7,500 
per annum and are tenable for five years. 

Address the Medical Director, the Arthritis 
and Rheumatism Foundation, 23, West 45th St., 
New York 36, New York, for information and 
application forms. 


805 


— 


Tue maintenance and protection of child 
health, as contrasted to the diagnosis and 
treatment of child disease, are the concern 
of the professions in education and public 
health as well as physicians and dentists. 
Each has his role. The services of each 
profession become increasingly effective in 
promoting the health of children as the 
practitioners of each profession share the 
total responsibility with those practicing in 
other fields, as well as with the child’s par- 
ents who have the primary responsibility 
for his health and well being. The school 
health program in any community is the 
group of mutual understandings and co- 
ordinated procedures that help these pro- 
fessions recognize the local needs and work 
together to meet them with local resources. 


Health Education and 
Healthful Environment 

Theoretically the school health program 
is arbitrarily subdivided into the ad- 
ministration of health instruction, a health- 
ful physical and emotional environment, 
and health services. Health instruction is 
primarily an educational function. In the 
school the physician or his medical society 
can well serve as a consultant or resource 
person to the faculty to insure the ac- 
curacy and the timeliness of the health and 
medical information taught, and instruc- 
tion in the use of physicians, hospitals, 
health departments and other community 
health resources. He should hardly serve 
as a classroom teacher or even a special 
lecturer. In his office many “teachable 
moments” occur on which he can capitalize 
with sound individual instruction in health- 
ful living. Here, too, he can teach a new 
generation the place of the practicing 
physician in the community and the family 
relations physicians would like to estab- 
lish in a new generation of families. 


*Presented July 16, 1954, at the banquet of the 
School Health Conference sponsored jointly by the 
University of Colorado and The Colorado State 
Medical Society, Boulder. The author is Consultant 
in Health and Fitness, Bureau of Health Education, 
American Medical Association. 
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Environment is largely the responsibility 
of the school administration and the health 
department acting under law and regula- 
tion. But beyond the law are the details 
of custodial care, the emotional tone of the 
classroom, the adjustment of the school 
day and physical activity to the needs of 
the child who has been ill or handicapped. 
These are areas in which the family 
physician as well as the school physician 
can give valuable counsel. 


Health Service 

The physician’s greatest interest is in 
health service. Often he feels that he is 
that his area of sole responsibility is the 
diagnosis and treatment of pathology, and 
that he should share the preventive health 
service activities with both the school and 
the health department whose staffs include 
people qualified in helping children grow 
up. Furthermore they see children more 
the only one with responsibility in health 
service. This attitude often develops an- 
tagonism and misunderstanding between 
himself and those in education and public 
health who hasten to defend their own 
professional prerogatives. Much of this can 
be avoided when the physician realizes 
frequently than the physician does, and 
when the physician coordinates himself 
with them their referrals give him an in- 
creased opportunity to perform those 
phases of health service which only he can 
perform. 


The minimum school health service pro- 
gram consists of five activities, which re- 
quire varying degrees of cooperation and 
teamwork. Maximum effectiveness. of 
these activities also requires each profes- 
sion to recognize the abilities of the other 
professions involved, and a willingness to 
let others perform their share of the team’s 
tasks. Though many school health pro- 
grams are broader in scope, the five pri- 
mary activities are: 


1. Health appraisal and screening. 


Rocky Mountain MeEpIcaAL JOURNAL 


2. Health services in physical education 
and athletics. 

3. Emergency care for injuries and sud- 
den illness. 


4. Communicable disease control. 
5. Follow-up to meet child health needs. 


Health Appraisal 

Health appraisal is a continuing process 
involving many people, and is not limited 
to the physician’s examination which is 
always a part of it. Continuous observation 
of children by their classroom teachers ac- 
cumulates much information not easily ob- 
tained by either a history or an examina- 
tion. Periodic weighing and measuring, 
screening tests for the acuity of vision and 
hearing, and recorded observations of ap- 
pearance and behavior give a depth to the 
child’s record of physical and emotional 
characteristics that cannot be attained by 
a single rapid physical examination. This 
record starts with the pre-school medical 
examination by the physician. According 
to local custom he re-examines these chil- 
dren from three to five times in the twelve 
years of school life and bases his recom- 
mendations not only on his own observa- 
tions but on those of the teacher, nurse, 
counselor, school physician and parents. 
The physician’s portion is best done by the 
child’s personal physician in his own of- 
fice with the school’s observations before 
him, where he can teach the meaning of a 
physician’s service by example in the tradi- 
tional setting. Other methods, including 
assembled examinations, are preferred by 
some communities and by some physicians. 
The channel of communication between 
school and physician should be open both 
ways for the exchange of information about 
children. 


Protection in Physical Activity and Sports 

Children engaging in athletics and the 
more active phases of physical education 
may need the added protection of annual 
or seasonal examinations. This aids in 
detecting conditions that could be dahger- 
ous under the strain of physical activity. 
Also a physician should be present or im- 
mediately available when games with a 
high injury factor are being played or 
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practiced. Children who have been ill or 
injured should return to play only on the 
advice of the physician. Children with the 
need for restricted activity can now be 
given a modified physical education pro- 
gram as the physician may prescribe. 
Emergencies 

Accidents and sudden illness do occur. 
Child protection is greatest when pre- 
planning provides facilities for making the 
child safe and comfortable, the child’s 
record lists those who should be notified, 
a significant portion of the faculty are 
trained in first aid, and procedures are 
posted for handling most emergencies. The 
child’s health record usually includes the 
data that would permit notification of the 
parents whether at home or at work, the 
stated willingness of a relative or neighbor 
to accept a child too ill to be in school but 
whose parents cannot be reached, and the 
names of the family’s first and second 
choice of physicians in case of a critical 
emergency. The physician has an im- 
portant role in helping such a plan oper- 
ate, as well as in advising on “standing 
orders” and first aid materials to be used 
by the faculty, and instructing the faculty 
in their role. 


Disease Prevention 

Communicable disease control was the 
reason for starting school health programs 
nearly a century ago. It is less important 
in modern schools because most immuniza- 
tions are performed in infancy, and the 
modern advances in medicine and public 
health give considerable protection against 
other conditions. It is known that quar- 
antine and isolation have failed as control 
measures in the school. However, much 
can be done to prevent spread of illness by 
the simple expedient of keeping sick chil- 
dren home. It also prevents the sick child 
from contracting complicating infections 
and prolonging his illness. The nuisance 
diseases and infestations of the skin are 
major problems in some schools and may 
require special planning for their control. 
Correction of Defects 


Follow-up brings the parent into the pic- 
ture. It also gets treatment for those con- 
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ditions that are remediable as well as train- 
ing to increase the effectiveness of children 
with non-remediable handicaps. Whenever 
the observations of teacher, nurse or coun- 
selor suggest the need for medical care, the 
family is notified of this suspected need. 
Often this notification is a note but it would 
be more effective if by the personal call of 
the nurse serving the school or the visiting 
teacher. Many parents are uninformed on 
the health needs of children, some are care- 
less, a few refuse for one reason or another 
to accept the physician’s service. Some are 
reluctant for economic reasons. Follow-up 
by the nurse or a faculty member who 
knows something of the child and his fam- 
ily usually helps the family understand the 
child’s problem and to be willing to seek 
medical advice from a private physician 
or those public facilities serving the medi- 
cally indigent. 


Administrative Considerations 

Activities such as these can be effectively 
administered only when there is mutual 
understanding and acceptance by all con- 
cerned. A school health committee or 
other informal forum including physicians, 
dentists, social workers, health department 
personnel, the nurse serving the school, 
counselors, classroom teachers, custodians 
and other non-academic employees, school 
administrators, parents and even pupils 
gives an opportunity for an exchange of 
viewpoint and the development of under- 
standing. It can be advisory to the school 
administration or health department re- 
sponsible for the school health program. 


In all of this it is important to keep lines 
of authority and professional responsibility 
clearly defined. “Interrelationships of 
Health Departments, Departments of Edu- 
cation and Medical Societies in School 
Health Services” are discussed in the Re- 
port of the Second National Conference on 
Physicians and Schools*. It was the con- 
clusion of this group that: 

“Health departments, departments of edu- 
cation and medical societies all have unique 
and definite contributions to make in school 

*Report of the Second National Conference on Phy- 


sicians and Schools. American Medical Association, 
Chicago: The Association, 1949. Pages 8 and 9. 


808 


health service: the health departments and 
departments of education have legal ob- 
ligations as the official agencies, and the 
medical societies have professional 
sponsibilities to meet.” 

“Joint planning is the most feasible 
method of delineating obligations and re- 
sponsibilities and reaching agreement on 
ways in which these can best be met.” 


re- 


“The health department, department of 
education and the medical society should 
realize that cooperation must be a three- 
Way process and that all three groups 
should participate in every step from 
initial planning to final execution.” 

“Broad differentiation of the responsibil- 
ities of the health department, department 
of education and the medical society may 
be made on the basis of function. The task 
of the schools is to teach, of the health de- 
partment to prevent disease and to protect 
community health, and of medical societies 
to advance medical care.” 

“Community understanding and apprecia- 
tion of school health services must precede 
or accompany their development and all 
those concerned in the program ‘share re- 
sponsibility for this education. Lack of 
understanding can generate resistance, un- 
dermine and eventually negate the best 
conceived programs.” 

“Many other groups beside the official 
agencies and the medical societies, includ- 
ing parents’ organizations, voluntary health 
agencies, service clubs and civic groups, 
make significant contributions to school 
health services and should, therefore, share 
in planning and carrying out the program.” 

The ideal school health program thus 
becomes an interprofessional obligation, 
based on the administrative responsibility 
of departments of education and health, the 
professional and civic responsibility of 
physicians and dentists and their profes- 
sional associations and the moral responsi- 
bility of parents. Sharing tasks through 
coordinated teamwork gives the maximum 
results. 


Summary 
1. The responsibility for the health of 
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»-- of the 832 patients who were 
given Pyribenzamine, 
only 84 did not obtain some 
degree of symptomatic relief. 


From this study and from previous 
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ULCERATION in patient age 65. 
At start of Priscoline therapy; 
ulcer, right leg, 1%” x 1%’; 
ulcer, left leg, x 

With oral Priscoline, 25 mg. four 
times daily for one week 

and 25 mg. every three hours 
thereafter, there was marked 
improvement in 2 weeks 

and healing within 6 weeks. 


No other medication given, 


HYPERTENSIVE ISCHEMIC 
ULCER of right leg in patient 
age 65. Ulceration refractory to 
treatment for 9 months, with 
patient complaining of severe pain, 
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children rests on education and public 
health as well as medicine, dentistry and 
the children’s parents. 

2. This school health program embraces 
health education, a healthful physical and 
emotional environment and health services. 

3. The minimum school health service 
program includes provision for health ap- 
praisal, protection in physical education and 


sports, care of injuries and sudden illness 
in school, communicable disease control and 
a follow-up program for meeting the health 
needs of children. 

4. An administrative device to aid in co- 
ordinating the professions in the school and 
community that may be concerned with 
child health is the advisory school health 
council. 


Business Sel, of Medical P. ractice 


Tue business side of medical practice 
might be regarded as divided into three 
phases. The first involves basic records 
which must be maintained in respect of the 
financial transactions of practice. While 
these serve in part for information of the 
physician and his staff, they must be so 
set up and maintained as to provide es- 
sential data for the income tax return. This 
phase properly lies within the province of 
my fellow panel-member, Mr. Gordon 
Macallister. 

The second and, since it crosses the lines 
of demarcation of the other two, less easily 
defined phase is the one about which I 
propose to speak to you in these intro- 
ductory remarks. It is the phase that in- 
volves the relationship of the physician and 
his staff with patients of the practice, and 
deals with such matters as presenting fees 
to patients, making arrangements for pay- 


ment, and, so far as is possible, collecting. 


fees on a pay-as-you-go basis. 

The third phase involves credit and what 
is to be done about patients who are tardy 
or grossly delinquent in meeting payments 
for services that have been rendered. In 
this area, I anticipate we will be receiving 
considerable help from our second panel- 
member, Mr. Eugene S. Lewis. 


*Delivered to Wyoming State Medical Society, 
Sheridan, Wyoming, June 7, 1954. The author is a 
partner, Porterfield-Marks, Management Counsel, 


Seattle, Washington; affiliated with Black and 
Skaggs Associates, Inc. 
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GEOFFREY MArKs* 
Seattle, Washington 


As I lock over the twenty-six questions 
that were submitted prior to this meeting, 
I find that almost one-third of them is re- 
lated to collecting of fees. We are asked 
as to methodology, percentage of charges 
that should be regarded as collectable, types 
of collection letters that should be em- 
ployed, value of telephone contact, and time 
and place of the collection agency. I find 
it significant, however, that all of these 
questions presuppose that a collection prob- 
lem has arisen: not one of them asks, “How 
can I prevent a collection problem from 
arising in my practice?” Yet, to me, that 
would seem to be the significant question. 

In approaching it, let us look at some 
basic concepts and at methods of patient- 
handling now being followed in the ma- 
jority of practices. It may seem that I shall 
be directing these remarks to the General 
Practitioner, and in a sense this will be true, 
but only in the sense that almost twenty 
years’ experience in this field has per- 
suaded me that, since every specialist is a 
physician first and many patients do not 
appreciate the significance and limitations 
of specialty practice, the rules that apply to 
general practice apply equally, if subject 
to some adaption and modification, to 
specialty practice. 

Can we agree at the outset that it is the 
desire of every conscientious physician to 
practice preventive medicine? In other 
words, it is his objective to get down to the 
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basic cause of a patient’s trouble rather 
than treat superficial symptoms, and to 
establish a course of therapy that will 
achieve cure or control rather than tem- 
porary relief. Yet, in the average practice, 
a great part of the service rendered must 
be classified as “glorified first aid” since 
the physician is forced to proceed too often 
on insufficient information. 


Why does he not get the information 
which he recognizes he should have? Since 
we are talking “business,” let us say that 
it is because of “sales resistance” on the 
part of the patient. But why the resistance? 
The patient voluntarily seeks the services 
of a particular physician, yet he opposes this 
physician’s conscientious recommendation 
for a complete examination and work-up as 
a necessary part of diagnosis, prefering that 
the physician “merely take care” of the 
thing that is bothering him. In addition to 
this, we have all seen that in communities 
where a choice of physicians is available, a 
substantial number of patients are apt to 
drift from one office to another, scarcely 
knowing themselves why they do so. Basic- 
ally a patient, in going to a physician, is 
looking for one thing only . . . “health” from 
a physician whom he instinctively feels he 
can trust. Why then does he act as if the 
reverse were true? 


The answer lies in the faulty handling 
he receives during the first twenty minutes 
(the most crucial period in any physician’s 
relationship with a new patient) he spends 
with a physician who was previously a 
stranger to him. He presents himself with 
a complaint, and that complaint, and the 
relieving of it, is dominant in his mind. 
Being uneducated medically, he does not 
have the doctor’s understanding of cause 
and effect. If he has a painful shoulder, his 
interest—and he presumes the physician’s 
interest—is focussed on that area. He does 
not know that pain in the shoulder may be 
symptomatic of duodenal ulcer. Does the 
doctor tell him so? Properly he does not, 
but improperly the conversation is apt to 
run something like this: 


Patient: “For several days now I’ve had 
a pain in my left shoulder.” 
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Doctor: “Well, Mr. Patient, we must see 
what we can do to relieve it. Tell me, have 
you been having any trouble with your 
stomach?” 


The patient promptly concludes that the 
doctor is not only not very interested in the 
troublesome shoulder but that he is asking 
questions about an area of the body that 
he has not been invited to investigate—he 
may even regard his inquiry as impertinent. 
When, a few minutes later, the doctor 
recommends a complete examination, the 
patient’s suspicion that he is “trying to 
build up a case” is confirmed, and sales re- 
sistence promptly emerges. 


Why not lead the patient to understand 
the interrelationship between the various 
parts of the body and the need for thorough 
investigation prior to the planning of treat- 
ment instead of bulldozing through on the 
basis of professional authority toward the 
important objective which too often is not 
reached by such methods? 


Reduced to simplest possible terms, the 
preferred method is as follows: When the 
patient presents his complaint, reassure him 
that before the visit is over whatever is 
possible will be done to give him relief in 
respect of it, and then confine immediate 
history questions to the complaint. As a 
next step, indicate to the patient that in 
order to determine the basis of the trouble, 
certain radiologic and/or laboratory pro- 
cedures will be necessary, with implied 
emphasis on their function as protection 
against snap or faulty diagnosis. Follow 
this with a short discussion of the dif- 
ferences in the practice of medicine today 
from what it was, say, twenty years ago, 
when such diagnostic aids were not avail- 
able and much of diagnosis had to be based 
on symptoms. Emphasize the broader and 
more effective service that physicians are 
now about to render, with special reference 
to the interrelationship between various 
parts of the body and the fact that the so- 
called wonder drugs can only safely be 
prescribed when the doctor has a total pic- 
ture of his patient’s health situation. What- 
ever form this indoctrination may take, it 
should conclude with the question: “Now 
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that I’ve told you all these things, Mr. Pa- 
tient, what do you suppose we should do 
to protect your health?” 

If the education has been effective and 
the doctor has led his patient to this point 
in a logical manner, the patient is almost 
bound to respond: “I guess you’d better 
make a thorough examination.” 

Note the significance. The patient, who 
came in with a simple complaint, has 
requested a complete work-up. The physi- 
cian has not attempted to “sell” him the 
idea. We stressed earlier the importance 
of the first twenty minutes. The new pa- 
tient brought to this type of understanding 
in that period will in future be a “good” 
patient, and will not regard his physician’s 
recommendations as so much sales talk. 

It would seem that we have drifted a long 
way from our topic, “How to avoid a collec- 
tion problem,” but actually we have ar- 
rived at the threshold of it. 

Consider this mathematical equation: 


ACCEPTANCE OF COMPLETE 
EXAMINATION 


(and there is certainly acceptance if the 
patient requests it) 


plus 


ACCEPTANCE OF DIAGNOSIS 
(and this should certainly follow if the 
implicit confidence which should be 
has been developed) 


must lead to 


ACCEPTANCE OF THE LOGICALLY 
DERIVED TREATMENT-PLAN 


and 


ACCEPTANCE OF FEE 
(provided payment arrangements are made 
that will bring the fee within the 
patient’s ability to pay) 

The physician’s problem, therefore, is to 
lead the patient to request a work-up and 
to develop implicit confidence in him be- 
cause of his thorough, educational approach. 
Thereafter his problems with the patient 
should be minimal. Such a program pre- 
supposes that prior to therapy the fee for 
the full course of it will be presented to the 
patient. And why should it not be? Is ‘it 
not true that it is only in the physician’s 
office that a human being does not know 
in advance of receiving a service what his 


financial involvement will be? Have you 
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any right to commit a patient to an un- 
known and seemingly unlimited obligation, 
and conversely, if you do, should you be 
surprised if the patient does not always 
pay your fee? 


Physicians will object that they cannot 
always know in advance the extent of the 
service that will be rendered and the fee 
that will be involved. This, we submit, 
is a rationalization based on professional 
habit and a disinclination to take the time 
and trouble to determine in advance what 
amount of therapy is likely to be involved. 
This is, of course, a controversial topic, and 
certainly beyond the scope of this paper, 
but may I refer those who are interested 
to a series of articles by my partners and 
myself which are currently running in the 


Journal of the American Medical Associa- 
tion: 


WHAT ARE YOUR ACCOUNTS WORTH? 


—which appeared on February 20 of this 
year; 


COLLECTION OF FEES—in the February 
28 issue; 


KEEPING ACCOUNTS CURRENT— in the 
May 22 issue; and 


INCLUSIVE FEES FOR THERAPY—in 
the July 17 issue. 


Assuming that the fee can be arrived at 
and presented in advance, the more im- 
portant step is the making with the patient 
of specific arrangements for payment that 
will bring the fee within his ability (and 
I do not mean his original willingness, a 
very different thing) to pay. Such ar- 
rangements, if made, will likely be adhered 
to, because they are made at a time of 
emotional reaction, when the patient recog- 
nizes that he needs the services of the 


physician: if the patient first learns the ex- 


tent of the fee through a cold statement- 
form received some weeks after he has re- 
covered, he will regard it with the search- 
ing eye of logic and at this late date may 
even wonder whether he actually needed 
the services in the first place. The human 
mind is quick to adjust and forget. 


But there is an added advantage to ad- 
vance arrangements for payment. If they 
are noted, as they should be, on the fi- 
nancial record of the patient, you or your 
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secretary has, in event of default, immediate 
license sympathetically to inquire of the 
patient as to the reason for the default. If 
no arrangements have been made, we do 
not feel that collection letters can be in- 
stituted until the patient shall have re- 
ceived three statements. (This answers the 
first part of question No. 10.) It is always 
important to remember that most people 
are basically honest and that, when they 
seek your services, they have every in- 
tention of paying for them. However, most 
people, including doctors, are extremely 
poor at budgeting, and it is traditional that 
the doctor’s bill can always be deferred to 
“more pressing ones.” (This answers the 
latter part of question No. 22.) When you 
present fees in advance to patients and 
make definite arrangements for payment, 
you are in fact rendering them an added 
service, because you are helping them to 
have your services and pay for them. The 
patient who owes you money is never basic- 
ally happy about it: in time, because of 
his embarrassment, he may even grow to 
dislike you (and go elsewhere) because he 
owes you money. Thus, by permitting him 
to become delinquent, you will be render- 
ing him a disservice. 

We have been asked (Questions 8 and 
part of 21) what percentage of accounts can 
a physician expect to collect? We have 
heard that the national average is around 
85 per cent. It has been our experience 
that physicians who religiously follow the 
simple routines which we have outlined, 
will collect (on a long term basis) 97-98 
per cent of their charges. In 1953 the aver- 
age collection ratios for all Porterfield- 
Marks clients in Washington, Oregon and 
Northern California was: Internists—95.8 
per cent; partnerships and groups—95 per 
cent; general practitioners—93.2 per cent; 
solo practitioners—92 per cent. 


But however routinely and effectively the 
recommended procedures are followed, 
there will inevitably be some delinquency. 
Therefore, in conclusion, let me outline what 
we believe to be the proper sequence of col- 
lection procedure steps (and thereby, inci- 
dentally, answer questions 3, part of 4, part 
of 7, the balance of 10, 13, and part of 23): 


1. Advance presentation of fees and the 
making and follow up of definite payment 
arrangements. 


2. Collection by the secretary of small 
charges at the time of the visit to the of- 
fice and collection by the doctor of house- 
call charges when such calls are made upon 
individuals who are not regular members 
of the practice. 


3. Monthly statements—and never use 
stickers or typed notations on statements— 
if such seem to be needed, write a letter 
instead. 


4. Where feasible, a sympathetic tele- 
phone call by the secretary, inquiring as to 
the reason for non- or slow-payment. 


5. A series of collection letters, varying 
in number from five to seven depending on 
the size of the account, and, if ignored, 
terminating in a definite threat of collector- 
action. In the early stages these letters 
should not be in any way antagonistic. They 
should invite contact with the office and an 
explanation of the reason for default. 


6. Turn accounts over. for collection. If 
all other methods shall have failed, we re- 
gard it as a must that accounts be turned 
over after a threat has been ignored. Other- 
wise, the particular physician has made an 
idle threat; not following it up is damaging 
not only to himself but also to his fellow 
practitioners. In many instances, we prefer 
that larger accounts be turned over to an 
attorney. 


Aside from the three conditions, nephritis, 
tuberculosis, and syphilis, the diseases for which 
physicians experience a more favorable mortality 
rate than do white males generally, are those 
which are amenable to surgical intervention. 
These include cancer, appendicitis, hernia and 
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intestinal obstruction, ulcer of the stomach or 
duodenum, and diseases of the prostate. This 
would suggest the physician’s greater apprecia- 
tion of the significance of symptoms and his bet- 
ter opportunity for early diagnosis and prompt 
treatment.—Herbert K. Abrams, M.D., GP, Jan., 
1954. 


Rocky Mountain MEDICAL JOURNAL 


P. resent Concepts of Hernioplasties 


Marion B. Noyes, M.D.* 
Salt Lake City, Utah 


A LTHOUGH much has been written 
about the hernia problem, and quite suc- 
cessful results are obtained following re- 
pairs by the well standardized methods and 
their modifications, recurrence rates as re- 
ported in recent writings and large surveys 
indicate an apparent need of a review of 
the fundamental basic concepts and repair 
methods as essential in attaining further 
improvement in results. Survey of the 
literature indicates there is considerable 
truth in the observation that there are as 
many technics and modifications of stand- 
ard repairs as there are writers on the 
subject or surgeons performing the opera- 
tions. 

In an effort to reduce recurrence rates, 
numerous new and modified methods have 
been advocated during the past two 
decades. Some of these methods represent 
definite contributions, while others are 
needlessly complicated, unnecessary, or lack 
sufficient trial, especially in groin hernias. 
An evaluation of the old and new methods, 
appraising the factors that influence re- 
currence rates, seems worthwhile if sub- 
stantiated by considerable experience. 


Brief Historical Review 
Only brief reference will be made to his- 


torical aspects of hernias, calling attention 
to but a few of the interesting highlights: 


A. Inguinal and Femoral Hernias: Well 


known methods are identified by proper. 


names such as Bassini, Halsted, Ferguson, 
Andrews, McVey, etc. Many others are 
modifications of these standard repairs. The 
Bassini operation dates back to 1883, the 
original Halsted to 1893, and the Ferguson 
to 1899. McVey presented his concepts of 
the anatomy of the inguinal region in 1938, 
and later published evidence supporting ‘the 
accordingly developed method of repair 
based on the use of Cooper’s ligament. 


*Formerly Chief, Department Surgery, U. S. Marine 
aon aaa Detroit, Michigan, and San Francisco, Cali- 
ornia, 
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Lotheissen had originally described a sim- 
ilar procedure for femoral hernia in 1898, 
but had not applied it in inguinal hernia. 
Moschowitz described the possibility of 
approximating Poupart’s and Cooper’s liga- 
ments medial to the femoral vessels and 
canal for femoral hernias. Bassini advo- 
cated a crural approach for femoral hernia, 
with high dissection and ligation of the 
sac and closure of the defect in the femoral 
canal by approximating the fascia lata and 
inguinal ligament below. Halsted modified 
his original repair, but later returned to it 
again. Although Andrews was apparently 
the first American to recommend imbrica- 
tions of the external oblique fascia, it was 
previously described by Lucas Champion- 
niere in France in 1892. Houget introduced 
his method of dealing with the excess 
redundant peritoneum in direct inguinal 
hernia in the early part of the twentieth 
century. Kidd turned down a “postage 
stamp” of the external oblique fascia, 
suturing it to Cooper’s ligament, allowing 
femoral canal closing without tension. Mus- 
grove and McCready have re-emphasized 
the Henry midline approach for bilateral 
femoral hernias, or where the simultaneous 
corrections of intra-abdominal lesions is 
indicated. The significance of the trans- 
versalis fascia was stressed by Fallis in 1939. 
Moschowitz had previously pointed out that 
it was the only layer penetrated by all of 
the essential structures of the cord. 
Variations have occurred in suture ma- 
terials as well as in operative technic. Cat- 
gut, silk, cotton, linen, wire, and other ma- 
terials have been used. In 1921 Gallie 
described the “living fascia stuture method,” 
using fascia lata. McArthur had previously 
used a narrow fascial strip from the ex- 
ternal oblique aponeurosis. In 1925 fascial 
strips were used by Auchincloss in femoral 
hernioplasties. Many substances have been 
used as subsitutes for weakened or deficient 
fascial structures, or in closing large de- 
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fects. Encouraging reports of metallic mesh 
have been made by Jefferson and Dailey, 
Douglass, Lam, Szilagni, and Puppenrahl, 
and deBrum. Chodoff reported the use of 
buried full-thickness skin grafts for patch- 
ing in defects. Many methods have been 
recommended for the recurrent and very 
large hernias. Complex methods are sug- 
gested for the “sliding hernia.” 

B. Ventral, Incisional and Oblique 
Hernias: Whereas some types of ventral 
and abdominal hernias have been known 
since man’s beginning, the postoperative 
incisional hernia became a problem only 
since the advent of surgical operations. 
They may therefore occur at all sites, fol- 
lowing any type of incision. The well- 
known, highly successful transverse over- 
lap repair method, introduced by W. S. 
Mayo in 1893, has been a monumental con- 
tribution for the repair of umbilical and 
supra-umbilical hernias. The vertical multi- 
layer repair for ventral midline defects has 
been well-described by Cattell and others. 
Oblique abdominal (lateral) hernias have 
been repaired by either the anatomical 
layer to layer approximation, or by the 
over-lap methods. The use of tantalum 
mesh, large free and attached fascial patch 
grafts, buried full-thickness skin grafts, etc., 
have recently received increased emphasis, 
especially in the repair of very large ventral 
defects, or partial loss of abdominal wall 
structures. 

The more rare and unusual internal and 
external hernias will not be described here, 
the purpose and scope of this article being 
primarily an evaluation of basic factors in- 
volved in the repair of the more common 
groin and ventral hernias, and the causes 
and prevention of their recurrence. 


Reasons for Breakdown and Recurrences, 
And Their Prevention 


The concept that most recurrences occur 
within the first two years after repair re- 
quires qualification. As larger carefully 
studied series are reported the time and 
incidence of recurrence will be clarified. 
Just why do hernias recur? Obviously, 
there are several common basic reasons, as 
well as numerous variable ones. Koontz 
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has pointed out what he believes are im- 
portant causes, namely: (1) presence of 
areolar tissue between fascial structures, 
(2) tension on the suture line, (3) the use 
of absorbable sutures, (4) presence of poor 
tissues, and (5) need of adjusting the opera- 
tion to antomical conditions present. Fer- 
guson stressed two other factors, (1) age 
of the patient, and, (2) presence of chronic 
cough. His series showed an increased aver- 
age of eleven years in recurrent cases. He 
cautions of the possibility of missing the 
primary defects at the first operation. 

The author has long believed that most 
of the standard methods are fundamentally 
sound, producing good results in the usual 
hernias, if the sugeon properly evaluates 
the problem, individualizes the repair, 
modifies procedures as needed, and follows 
sound surgical principles based on anatomic 
and physiologic considerations, employing 
proper surgical technic. From an experience 
with a large group of hernioplasties (ap- 
proximately 6,000), the following factors 
and concepts are considered essential in ob- 
taining good results in hernioplasties: 

2. Anatomical clean dissection of the 
operative area, laying out and identifying 
the various cleavage planes, layers, and 
structures. 


2. Careful pre-operative and operative 
evaluation of the hernia as to type, size and 
concomitant weaknesses, appraising the 
caliber of structures to be used in repair, 
aided by careful examination of the area 
intra-peritoneally with the examining 
finger to avoid missing another hernia sac 
or weakness. 

3. Individualizing and modifying technic 
of repair according to needs of the case at 
hand. 

4. High dissection, removing redundant 
peritoneum, and secure closure of the sac. 

5. Routine use of non-absorbable sutures 
(cotton or silk), occasionally using fascia 
lata as suturing material in the larger, re- 
current, or more difficult hernioplasties. 
Fascia lata re-inforced with interrupted 
wire sutures is presently considered the 
method of choice in large ventral hernias. 


6. Snug, but not tight, repair of internal 
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and external inguinal rings, cutting down 
the diameter of the cord by dividing non- 
essential elements (cremasteric muscle) if 
necessary in large cords, but always pre- 
serving good arterial supply and venous 
return in the cord and to the testicle. 

7. Fascia-to-fascia approximation, verti- 
cally splitting the anterior rectus sheath well 
medially routinely beneath the external 
oblique aponeurosis, so that the repair can 
be performed without tension, yet provid- 
ing a strong medial component in groin 
hernias. This permits single or bilateral 
repairs without tension as routine at “one- 
sitting.” 

8. Providing a strong “floor” beneath the 
cord is considered the most important step 
in an inguinal hernioplasty. 

9. Lipoma should always be removed, 
when present at the upper-outer side of 
the spermatic cord. If missed their presence 
later suggests recurrence. 


10. The standard commonly employed 
older methods of repair (Bassini and 
Halsted) produce equally good results when 
used selectively in the usual inguinal hernia, 
and when modified to meet individual needs 
and to overcome inherent weaknesses of 
the originally described operations. 


11. The Cooper’s ligament repair (Mc- 
Vay) has proved to be an excellent method 
of repair. Although not necessarily re- 
quired in many routine groin hernias, it is 
indicated for routine use in femoral hernias, 
selective use in direct inguinal hernia, and 
in a high percentage of repairs for recurrent 
hernias. Its use requires more careful 
surgical technic and a thorough understand- 
ing of anatomy in the inguinal area. 

12. Approximation and maintenance of 
the patient’s own strong tissues is feasible 
in all groin hernias and desirable in ab- 
dominal hernias, and it is preferred to use 
of extraneous grafts. 

13. Recurrent hernias require tearing 
down of the old defective repair. Anatomic 
cleavage plane dissection, working from 
normal anatomy to abnormal, is all-im- 
portant in preserving and demonstrating 
important structures, and in reconstructive 
repair. 
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Statistical Studies and Findings 

Statistics, although dry and occasionally 
misleading, aid in evaluation of methods 
and results. The tabulated charts presented 
here represent study of two series of 
hernioplasties performed on the author’s 
surgical service during the period of 1945 
to 1953. Series I, Tables 1 to 4, illustrate 
the types of hernias repaired, with their 
recurrence rates, during the period of July, 
1945, to January, 1950. Of the 1,633 hernio- 
plasties, a series of 826 consecutive patients 
in whom 1,159 hernioplasties were per- 
formed, was selected (in 1950) for detailed, 
objective, and critical study. Detailed 
studies with reliable, complete follow-up 
of from six months to four and one-half 
years were available in 496 of these pa- 
tients. Recurrences received attention in 
an effort to determine and evaluate the 
contributing factors. Recurrence rates are 
calculated both on a patient and a repair 
basis. The over-all postoperative mortality 
rate in the 826 patients was .24 per cent. 
There were eighteen recurrences in 674 re- 
pairs in 496 patients. Ten recurrences (55.5 
per cent) occurred within one year, five 
(27.7 per cent) in the second year, and three 
(17.7 per cent) in the third and fourth years 
following repair. 


Table 1 (Series I 
MAKE-UP OF CASES STUDIED 


Cases: No. Per Cent 
Total Number in Series.................... 826 
Series with Complete Studies........ 496 
Unilateral Groin Hernias.................. 291 58.7 
Bilateral Groin Hernias.................... 178 35.9 
Ventral & Incisional Hernias............ 27 5.4 
Over-all Mortality Rate (826 cases) 2 0.24 


The hernioplasties in this series were per- 
formed when the standard methods (Bassini 
& Halsted) were predominantly employed, 
and when the McVay Cooper’s ligament 
repair was being selectively used and 
evaluated. Single and bilateral repairs 
were done at “one-sitting” as routine on 
new hernias. Bilateral recurrent hernias 
were routinely repaired one side at a time. 
However, because of the patient’s psy- 
chologic and economic factors and on his 
request, a few bilateral recurrent groin 
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hernias were repaired at one operation. 
Here the fascia lata Gallie method, re-in- 
forced with interrupted wire sutures, and 
the McVay repair were employed in an ef- 
fort to provide maximum protection against 
recurrence. The results showed the bilateral 
fascial lata repairs were disappointing, 
while the McVay repairs were encouraging. 

The Series II group of 1,129 hernioplasties, 
performed between July, 1950, and January, 
1953, is listed to indicate the comparative 
frequency of the various types of hernias, 
and to indicate the back-ground experience 
for the concepts of repairs. Detailed studies 
are incomplete in this series. However, the 
preliminary impressions indicate a lower 
recurrence rate because of the wider use of 
the McVay repair in groin hernias. 


Table 2 (Series ID 
UNILATERAL GROIN HERNIAS 


No.of Recurrences 


Type: Cases No. Per Cent 
Indirect Inguinal........................ 177 +4 2.26 

(Strangulated -2) 

(Incarcerated -5) 

79 2 2.53 
Recurrent 26 11.5 

291 9 31 

Table 3 (Series I) 
BILATERAL GROIN HERNIAS 
No.of No. of % 

Type: Cases Repairs No. Cases sents 
Direct Inguinal... 63 126 1 1 6 0.8 
Indirect Inguinal 53 106 So. Ff 2.85 
Direct-Indirect...... 47 94 0 #0 0 
Recurrent 

11 22 3 27.3 13.64 
Femoral ................ 4 8 0 0 0 

178 356 7 3 1.96 


Table 4 (Series I) 
VENTRAL (ABDOMINAL) 


No. of. Recurrences 
Type: Cases No. Per r Cent 
4 0 0 
12 1 8.3 
27 «(2 74 
822 


Table 5 (Series I) 
RELATIVE FREQENCY OF HERNIA REPAIRS 


Type of Hernia: Number 
HERNIA REPAIRS (over-all)................ 1129 
INGUINAL HERNIAS (total)............ 1002 
399 
2 
122 
FEMORAL HERNIAS (total).............. 37 
ABDOMINAL AND VENTRAL 
77 
43 
23 
DIAPHRAGMATIC (over-all)............ 13 
Esophageal 6 
2 
OVER-ALL MORTALITY RATE........ 0.18% 


Discussion of Current 
Concepts and Technics of Repair 


Inguinal Hernia: The statistical results 
demonstrate that satisfactory results can be 
secured in the repair of the usual inguinal 
hernia by the common methods (Bassini 
& Halsted), if these repairs are modified 
to correct their known inherent weaknesses, 
and if the basic essentials of a good repair 
are used. When the indicated modifications 
are used, especially the relaxing, vertical 
incisions of the anterior rectus sheath, the 
approximation without tension of a strong 
medial conponent to either Pourpart’s or 
Cooper’s ligaments is feasible in both single 
and bilateral groin hernias. Routinely non- 
absorbable sutures (cotton or silk) are used 
in the repairs, fascia now seldomly being 
required, and extraneous grafts being rarely 
indicated. 

Increased experience with the McVay 
type of repair has shown it to be an excel- 
lent method, especially in the unusual, more 
difficult, or recurrent groin hernias, which 
require the additional protective measures 
against recurrence. The wider use of the 
McVay repair will undoubtedly further im- 
prove the over-all results in hernioplasties. 

When the Bassini method is used it should 
be modified to include tightening or im- 
brication of the transversalis fascia, and 
fascia-to-fascia repair of the “floor,” which 
is facilitated by routine vertical splitting 
of the rectus sheath. The Halsted method 
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should be modified to correct the inherent 
weakness of the superimposed internal and 
external rings, by “staggering” the position 
of the rings, providing a “roof” over the 
internal ring and spermatic cord at this 
area, which is the common site of recur- 


rence in the Halsted repair. The McVay 
repair is helped by modifying the repair to 
protect the weak area above the highest 
suture in Cooper’s ligament at the femoral 
vessel level. A second row of sutures ap- 
proximating the anterior rectus sheath to 
Poupart’s ligament accomplishes this, and 
also gives added strength to the repair. 


COOPER'S LIGAMENT 


ANT. RECTUS SWEATS 
CONTOINED TENDON 


\ 
FEMORAL VESSELS EXTERNAL OBLIQUE 


INTERNAL 


Fig. 1. Modified McVay: Conjoined tendon and ant. 
rectus sheath sutured to Cooper's ligament. 


Fig. 2. 


Modified McVay: 
sheath to the shelving part of Poupart’s lig. 


Second layer, ant. rectus 


The repair of each recurrent hernia is 
an individual problem in dissection and re- 
pair, requiring careful anatomic layer dis- 
section, preservation of important struc- 
tures, evaluation of the cause of recurrence, 
and the selection of the repair most suit- 
able for the case. In repairing “sliding 
hernias” the visceral portion is freed from 
the sac, usually at the lateral inferior side, 
and returned into the abdomen. The re- 
maining triangular defect of the sac in then 
closed up to the level of the neck of the 
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sac at the internal ring, and the sac closed 
as usual. The elaborate methods often 
recommended are needlessly complicated 
and unnecessary. 


Femoral Hernia 

Although the older method of combined 
inguinal-femoral approach and repair of 
femoral hernias gave very good results, the 
use of the modified Cooper’s ligament (Mc- 
Vay) procedure has given such uniformly 
good results that it is now the routine pre- 
ferred method. We know of only three re- 
currences following the use of this method 
in a large series of our cases, and these oc- 
curred in difficult inguinal repairs rather 
than femoral ones. Its use is also indicated 
when there is concomitant femoral canal 
weakness or a femoral hernia coexisting 
with an inguinal hernia. 

Strangulated femoral hernia is best 
treated by approaching the obstructed site 
from above the inguinal ligament and intra- 
peritoneal examination of the femoral canal 
area, with bowel resection and primary 
anastomosis if required, preventing any 
spillage or contamination of the peritoneal 
cavity in removing the strangulated toxic 
contents of the femoral hernia. An in- 
carcerated hernia usually requires an en- 
largement of the femoral ring by division 
of the lacunar ligament, or occasionally 
Poupart’s ligament, with reduction and ap- 
praisal of the incarcerated structures, fol- 
lowed by a routine repair. 


Ventral Hernias 
Equally as important as the surgical re- 


pair is the general appraisal and care of 
these patients, which includes thorough 


_ pre-operative evaluation and preparation, 


and careful selection of anesthesia. “Domi- 
ciliary capacity” disturbances and alterna- 
tions of the abdominal cavity due to 
surgical interference, anesthesia postopera- 
tive meteorism and elevated diaphragm 
(especially in the obese patient), with 
attending deleterious effects on cardio- 
respiratory physiology, often necessitates 
gastro-intestinal decompression, and early 
preventive and supportive measures to 
forestall cardiac and respiratory complica- 
tions. Early ambulation is important. Cor- 
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rect handling of these patients often con- 
stitutes a more serious problem than many 
of our other major surgical procedures. 

The Mayo type repair (Figs. 3, 4, 5, and 6) 
is used for midline hernias whenever pos- 
sible because of almost universally good re- 
sults. Some large ventral, incisional, and 
oblique abdominal hernias are not amena- 
ble to this repair, requiring multi-layer or 
overlapping vertical or oblique repairs. 
Wide anatomic dissection, again preferably 
working from normal to abnormal anatomy, 
facilitates dissection and repair of these 
hernias. In most abdominal hernias the 
area of weakness and defect does not neces- 
sarily represent absence or actual loss of 
abdominal wall tissue, but rather consists 
primarily of separation, thinning-out, and 
diastasis of important layers. Reconstruc- 
tion of the patient’s abdominal wall using 
his own strong tissue layers is usually 
feasible and gives better results than sub- 
stitutes. Only the occasional case, where 
there has been considerable tissue loss due 
to previous destruction from infection or 
enzyme action, requires substitutes of 
metallic mesh, free fascial patches, or 
buried skin grafts to obtain a secure repair. 
When further experience has been obtained 
with these substitutes, and problems of for- 
eign-body reaction, with increased incidence 
of infection and delayed healing, have been 
solved, their use may be increased and their 
value enhanced. 


PERITONEUM - OPENED 


POSTERIOR RECTUS SHEATH 


ANTERIOR RECTUS SHEATH 


Fig. 3. Modified Mayo repair: With vertical closure 
of peritoneum and post. rectus sheath. Dissection 
shown. 

The preferred method in large hernial 
repairs is use of fascia lata as a running 
mattress, locking suture, to approximate and 
reconstruct important layers of the ab- 
dominal wall, re-inforced by fine inter- 


rupted wire sutures in the fascia. Several 
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additional heavy figure-of-eight wire re- 
tention sutures are placed down to the 
peritoneum to provide further protection in 
the immediate postoperative period. 
Other Hernias 

Time and space do not permit a discus- 
sion of rare and unusual types of external 


Fig. 4. Modified Mayo repair: Beginning 


closure 
with first suture anchored in linea alba. 


Fig. 5. 
closed. 


Modified Mayo repair: Posterior layer almost 
and internal hernias, which each pose in- 
dividual problems in diagnosis and repair, 
except to call attention to a few observa- 
tions about diaphragmatic hernias. A large 
proportion of small and medium sized hiatal 
hernias are asymptomatic and do not re- 
quire surgical correction. There incidence, 
especially in obese patients, is much more 
frequent than commonly known. Only 
those hiatal hernias with marked symptoms 
with supportive findings require surgical 
repair. The combined thoraco-abdominal 
lateral approach has been most satisfactory 
because of the advantage of being able to 


ANTERIOR RECTUS SHEATH , 


Fig. 6. Modified Mayo repair: Schematic to show 
“vest-over-pants” repair. 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 
of a variety of clinical conditions characterized by 
vertigo and is recognized as a standard 

for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “‘disease or abnor- 
mal stimuli’’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.). It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: “‘Dizziness:” Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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work both above and below the diaphragm 
during dissection and repair, and the op- 
portunity it affords to examine gastric and 
duodenal lesions, if present, which may be 
producing some symptoms attributed to 
hiatal hernia. 

Summary 

1. Some common basic reason for break- 
down and recurrence of hernias are listed. 
Essential factors and concepts that con- 
tribute to successful repairs are enumer- 
ated. 

2. Two large series of hernioplasties (1,633 
and 1,129) performed during 1945 to 1953 
are reported as background experience in 
substantiation of concepts and basic factors 
expressed. 


3. A statistical report of results of 
hernioplasties performed predominantly by 
common methods (Bassini & Halsted) dur- 
ing 1945 to 1950 is given. The over-all re- 
pair recurrence rate was 2.67 per cent, and 
the mortality rate was 0.24 per cent. 


4. Relative frequency of various types of 
hernioplasties is shown. 


5. Need of modifying the old procedures 
and applying sound surgical technic are 
emphasized. Specific repairs are discussed. 
Importance of the McVay type of Cooper’s 
repair is stressed. 


6. Important factors in repair of large 
abdominal hernias are described. 


NEW TV FILM EXPOSES QUACK 
MEDICAL MAN 

Begin making plans now for your local tele- 
vision station to show A.M.A.’s newest film— 
“A Life to Save.” Produced especially for use 
en local stations by state and county medical so- 
cieties, this 27-minute film will be available for 
bookings October 1 through A.M.A.’s TV Film 
Library. 

This new film—part of which was filmed at 
A.M.A. Headquarters—is the story of how a 
woman’s life is saved by her family doctor after 
a quack healer is exposed. Its premiere showing 
will be at A.M.A.’s third Medical Public Rela- 
tions Institute September 1 and 2 in Chicago. 

Later on this film will be available in a 16-mm. 
version for school, church and club meetings. 


OKLAHOMA CITY CLINICAL SOCIETY 

The Oklahoma City Clinical Society, which 
had its beginning in 1930, will open its twenty- 
fourth annual four-day Conference on October 
25, 1954. 

A large attendance is expected at this ever 
increasingly popular meeting held in centrally 


located and easily accessible Oklahoma City. It 
is interesting to note that at the present time 
Oklahoma City is rated third in the nation as a 
convention city. 


As in former years, an outstanding program 
of postgraduate teaching has been arranged. 
This includes lectures and discussions by sixteen 
distinguished guest speakers selected from 
various medical and teaching centers through- 
out the nation, as well as many Oklahoma City 
teachers and physicians. Dr. Walter B. Martin 
of Norfolk, Virginia, President of the American 
Medical Association, will give an address at the 
first banquet meeting October 25. In addition 
to the general assemblies and panel discussions 
there will be daily luncheon round table question 
and answer sessions, and a clinical pathologic 
conference. The entertainment will include 
dinner meetings, the annual Clinic Dinner Dance 
and the Stag Smoker. 

A cordial invitation is extended to all physi- 
cians who are members of their County Societies 


to attend this meeting from October 25 through 
October 28. 


ATTENTION 
ALL MEMBERS 


Colorado State Medical Society 


Many important decisions will be made at the Annual Session in Colorado 
Springs, September 21-24. You can only be sure that these decisions 
will include your ideas, by attending this meeting. 


See You at the Broadmoor 
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When fed as suggested, Baker’s Modified 
Milk supplies 3.7 grams of protein per 
kilogram of body weight per day. 


In normal dilution, Baker’s Modified Milk 
contains 7% carbohydrate in the form oflactose, 
dextrins, maltose and dextrose. 


The butterfat is replaced by a select com- 
bination of vegetable and animal fats to 
provide 85% of the fat composition in the 
more readily digestible range. 


Tron is added to provide 7.5 mg. per quart. 


FOR BOTTLE-FED INFANTS 


Each quart of Baker’s contains 2500 U.S.P. units Vita- 
min A; 800 U.S.P. units Vitamin D;50mgms Ascorbic 
Acid (C); 0.6 mgm Thiamine; 5 mgms Niacin; 
1 mgm Riboflavin; 0.16 mgm Vitamin Be. 


Made from Grade A Milk (U.S. Public 
Health Service Milk code), modified as 
described above. 


THE BAKER LABORATORIES INC. 

Milk Products Exclusively for the Medical Profession 
Main Office: Cleveland 3, Ohio Division Offices: Atlanta, Dallas, Denver, 
Plant: East Troy, Wisconsin Greensboro, N. C., Los oe San Francisco, Seattle 
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PROGRAM 


SEVENTY-SIXTH ANNUAL MEETING 
MONTANA MEDICAL ASSOCIATION 
Thursday, Friday, Saturday and Sunday, 
September 16, 17, 18, 19, 1954 
Scientific Sessions 
Silver Bow Ballroom, Finlen Hotel 


THURSDAY, SEPTEMBER 16 
Morning 
8:30—Registration. 
8:30—All Exhibits Open. 

Robert G. Kroeze, M.D., Butte, President, 
Silver Bow County Medical Society, 
Presiding. 

9:00—Greetings—Sidney C. Pratt, M.D., 
President, Montana Medical Association. 
9:15—“‘Recent Advances in Cancer Re- 
search”—Brewster S. Miller, M.D., New 

York, New York. 

Arrangements for the participation of 
Doctor Miller were completed through 
the courtesy of the Montana Division 
of the American Cancer Society. 


9:55—Recess. Visit the Technical and 
Scientific Exhibits. 

10:15—“Toxemias of Pregnancy”—John H. 
Randall, M.D., Iowa City, Iowa. 

10:55—Recess. Visit the Technical and 
Scientific Exhibits. 

11:15—“Traumatic Joints’—Carrol B. Lar- 
son, M.D., Iowa City, Iowa. 

12:00—Luncheon recess. 


THURSDAY, SEPTEMBER 16 
Scientific Sessions 
Afternoon 
Silver Bow Ballroom, Finlen Hotel 
William F. Morrison, M.D., Missoula, 
President, Western Montana Medical 
Society, Presiding. 
1:30—Clinical-Pathological Conference. 
Edwin C. Segard, M.D., Billings, Moder- 
ator. 


Walter B. Cox, M.D., Missoula, Radiol- 
ogist. 
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John S. Gilson, M.D., Great Falls, Intern- 
ist. 
Mabel E. Tuchscherer, M.D., Butte, In- 
ternist. 
2:30—“Carcinoma of the Prostate—Use of 
Radioactive Gold’—Rubin H. Flocks, 
M.D., Iowa City, Iowa. 
3:10—Recess. Visit the Technical and 
Scientific Exhibits. 
3:30—“The Treatment of Leukemia and 
Related Diseases’—Willis M. Fowler, 
M.D., Iowa City, Iowa. 
4:10—Recess. Visit the Scientific and 
Technical Exhibits. 
4:30—“The Nutrition of the Surgical Pa- 
tient Before and After Surgery”—Robert 
T. Tidrick, M.D., Iowa City, Iowa. 
5:10—Adjournment. Visit the Technical 
and Scientific Exhibits. 


Evening 
Reception and Banquet 
7:00—Reception. Silver Bow Ballroom, Fin- 
len Hotel. 
8:00—76th Annual Banquet. Silver Bow 

Ballroom, Finlen Hotel. 

Invocation: The Reverend James C. Holt, 
Rector, St. John’s Episcopal Church, 
Butte. 

Toastmaster: M. A. Gold, M.D., Butte. 

Address: Palmer Hoyt, Editor and Pub- 
lisher of The Denver Post—“The Doc- 
tors’ Part in the International Crisis.” 


New members of the Fifty Year Club of 
this association will be honored during 
the banquet. 


FRIDAY, SEPTEMBER 17 
Morning 


Scientific Sessions 


Silver Bow Ballroom, Finlen Hotel 
8:30—Registration. 
8:30—All Exhibits Open. 
Don R. Reed, M.D., Anaconda, President, 
Mount Powell Medical Society, Presiding. 
9:15—“Recent Developreents in Gout and 
Its Therapy”—Charley J. Smyth, M.D., 
Denver, Colorado. 
Arrangements for the participation of 
Doctor Smyth were completed through 
the courtesy of the Rocky Mountain 
Chapter of the Arthritis and Rheuma- 
tism Foundation. 
9:55—Recess. Visit the Technical and 
Scientific Exhibits. 
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eeeyOu may wonder which one to 
prescribe. We believe you'll 

agree that most of them are rather 
good. Still, we suggest you try 
Gantrisin ‘Roche'...because this 
single sulfonamide is soluble in 
both acid and alkaline urine... 
because it has a wide antibacterial 
spectrum...an impressive clinical 
background...and, above all, because 


it's so well tolerated by most patients. 


Gantrisin’-- brand of sulfisoxazole 
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There is a new form of synthetic 

narcotic analgesic...less likely 

to produce constipation than 

morphine...indicated for relief 

of severe or intractable pain -- 
LEVO-DROMORAN TARTRATE *ROCHE' 


-- brand of levorphan tartrate. 
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10:15—“Problems in Pediatric Surgery”— 
Robert T. Tidrick, M.D., lowa City, Iowa. 


10:55—Recess. Visit the Technical and 
Scientific Exhibits. 
11:15—“The Management of Urinary Cal- 


culi”—Rubin H. Flocks, M.D., Iowa City, 
Iowa. 


12:00—Luncheon recess. 


FRIDAY, SEPTEMBER 17 
Afternoon 


Scientific Sessions 
Silver Bow Ballroom, Finlen Hotel 
Philip D. Pallister, M.D., Boulder, President, 
Lewis and Clark Medical Society, 
Presiding. 
1:30—“‘Medical Treatment of Thyroid Dis- 
ease and the Use of Radioactive Iodine” 
—Willis M. Fowler, M.D., Iowa City, 
Iowa. 
2:10—“Caesarean Section”—John H. Ran- 
dall, M.D., Iowa City, Iowa. 
2:50—Recess. Visit the Technical and 
Scientific Exhibits. 
3:10—“Intramedullary Nailing”—Carrol B. 
Larson, M.D., Iowa City, Iowa. 
3:50—Recess. Visit the Scientific 
Technical Exhibits. 
4:10—Clinical-Pathological Conference. 
John A. Newman, M.D., Butte, Modera- 
tor 
Deane C. Epler, M.D., Bozeman, Internist. 
George T. R. Fahlund, M.D., Great Falls, 
Surgeon. 
Elizabeth Grimm, M.D., Billings, Intern- 
ist. 
5:10—Adjournment. Visit the Technical 
and Scientific Exhibits. 
Evening 
Friendship Hour 
Silver Bow Ballroom, Finlen Hotel 
The Silver Bow County Medical Society, 
under the Presidency of Robert G. Kroeze, 


and 


M.D., will be host to all members and guests . 


of the association at a reception between 
the hours of 7:30 and 9:00 p.m., Silver Bow 
Ballroom, Finlen Hotel. 
House of Delegates 
Roundup Room, Finlen Hotel 
SATURDAY, SEPTEMBER 18 
Morning 

8:30—Registration. 


§$:00—Call to Order by Sidney C. Pratt, 


M.D., President, Montana Medical Asso- 
ciation. 


Roll Call. 
Reading and consideration of the report 
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of the Delegate to the American Medi- 
eal Association. 


Report of the Chairman of the Nominat- 
ing Committee. 

Reading and consideration of the report 
of the Secretary-Treasurer. 


16:30—Recess. 


The House of Delegates will recess be- 
tween the hours of 10:30 and 2:00 p.m., 
Saturday, September 18, so that the va- 
rious standing and special committees of 
the association may have an opportunity 
to review their reports and consider any 
new business which is to be presented to 
the House for official action. 


Afternoon 
Council 
Gold Room, Finlen Hotel 
12:00—Luncheon and joint business meet- 
ing of the Council and the Executive 
Committee, Sidney C. Pratt, M.D., Presi- 
dent, Montana Medical Association, Pre- 
siding. 
House of Delegates 
Roundup Room, Finlen Hotel 
2:00—Call to order by Sidney C. Pratt, 


M.D., President, Montana Medical Asso- 
ciation. 


Unfinished business. 

Reading and consideration of the re- 
ports of all regular and special com- 
mittees of this association. 

5:00—Recess. 


Evening 
7:30—Call to order by Sidney C. Pratt, 
M.D., President, Montana Medical Asso- 
ciation. 
Reading and consideration of the re- 
ports of all regular and special com- 
mittees of this association (contin- 
ued). 
New business. 
Election of officers. 
Installation of new President. 
Adjournment. 


SUNDAY, SEPTEMBER 19 
Montana Physicians’ Service 
Administrative Body 
George M. Donich, M.D., President 
J. J. McCabe, M.D., Secretary 
Roundup Room, Finlen Hotel 


Morning 
6:30—Registration. 
§:00—Call to order as Administrative Body 
of Montana Physicians’ Service. 
12:00—Adjournment. 
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Afternoon 
Roundup Room, Finlen Hotel 
The House of Delegates will meet at 2:00 
p.m., if it is necessary to conclude the busi- 
ness of the association, or if in the opinion 
of the President it is deemed advisable. 


WOMAN’S AUXILIARY PROGRAM 
THURSDAY, SEPTEMBER 16 


Morning 
9:00—Registration—Mezzanine, Finlen Hotel. 


10:00—Meeting of Board of Directors—Roundup 
Room, Finlen Hotel. 


12:30—Luncheon in recognition of Past Presi- 
dents and Members at Large—Butte Country 
Club. 


Greetings: Sidney C. Pratt, M.D., Miles City, 
President of the Montana Medical Associa- 
tion. 


Address: Park W. Willis, Jr., M.D., Hamilton, 
Chairman of the Public Relations Commit- 
tee of the Montana Medical Association. 

Afternoon 


2:00—Opening Session—Butte Country Club. 
Call to order by Mrs. James D. Morrison, 
President. 


Reading of Prayer from National Auxiliary 
Bulletin—Mrs. M. A. Gold, President-elect. 

Pledge of Loyalty. 

Report of Credentials Committee. 

Welcome—Mrs. J. H. Brancamp, President of 
the Woman’s Auxiliary to the Silver Bow 
County Medical Society. 

Response—Mrs. Arnold E. Ritt. 


Report of Committees on Approval of Min- 
utes of Last Annual Meeting. 


Summary of Minutes of Morning Session of 
Board of Directors. 


Report of Treasurer. 
Report of Auditors. 


gy of Delegates to the National Conven- 
ion. 


Miscellaneous Business and Announcements. 
3:30—Recess. 
7:00—Reception of the Montana Medical Asso- 
ciation—Silver Bow Ballrcom, Finlen Hotel. 


8:00—Banquet of the Montana Medical Asso- 
ciation—Silver Bow Ballroom, Finlen Hotel. 
(Dress optional). 


(Transportation will be available to the Butte 
Country Club. Inquire at the Registration Desk.) 
FRIDAY, SEPTEMBER 17 
Morning 


Auditorium, Montana Power Building 
40 East Broadway 


10:00—Call to Order by Mrs. James D. Morrison, 
President. 


Report of Credentials Committee. 
Presentation of State Chairmen. 
Presentation of County Presidents. 
State President’s Report. 
Report of Recommendations Committee. 
Report of Courtesy Committee. 
Report of Nominating Committee. 
Election of Officers. 

12:00—Recess. 
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Afternoon 
Butte Community Memorial Hospital 
1:00—Luncheon in honor of Mrs. George Turner, 

El Paso, Texas, President of the Woman’s 
Auxiliary to the American Medical Associa- 
tion. 

Address: Mr. Glenn M. Schultz, Supervisor, 

Montana Highway Patrol. 


2:30—Call to Order by Mrs. James D. Morrison, 
President. 
President’s Address—Mrs. George Turner. 
Installation of Officers. 


Remarks by Incoming President—Mrs. M. A. 
Gold. 


4:00—Adjournment. 


All meetings will begin at the time specified. 

(Transportation will be available to the Butte 
Community Memorial Hospital. Inquire at the 
Registration Desk.) 


SATURDAY, SEPTEMBER 18 
Morning 
Sample Room K, Finlen Hotel 
10:00—Post-Convention Board Meeting. 
School of Instruction. 
Mrs. M. A. Gold, President, Presiding. 

There will be golf, bridge, tours of the city and 
interesting entertainment all day Saturday. 
Register early and inquire about the activity in 
which you are interested at that time. 

A cordial invitation is extended to all phy- 
sicians’ wives by the Montana Medical Associa- 
tion to visit the exhibits in the Treasure State 
Ballroom and Room J of the Finlen Hotel on 
Thursday and Friday, September 16 and 17. 


SCIENTIFIC EXHIBITS 

The scientific exhibits will be located in the 
Rose Room and Room J on the mezzanine floor 
of the Finlen Hotel. They will be open for in- 
spection on Thursday and Friday, September 16 
and 17, between the hours of 8:30 a.m. and 5:30 
p.m. 

The scientific exhibits are worthy of careful 
observation by every physician. The exhibitors 
have spent much time, research and effort in 
crder to present to the members of this associa- 
tion and their guests those phases of medicine 
which are new, important and of interest to the 
individual physician. We urge everyone to visit 
these exhibits. 

1. Experimental Vascular Grafting and Banking 

(Three-dimensional Photographs and Motion 

Picture) 

Earl G. Broderick, M.D., Fort Harrison. 
(These slides and the motion picture will 
be exhibited at 2:30 p.m. and 5:15 p.m. on 
Thursday, September 16, and 9:45 a.m. and 
5:15 p.m. on Friday, September 17.) 
. Hyaline Membrane Disease: Radiological Rec- 
ognition. 
Eugene J. P. Drouillard, M.D., Missoula. 
3. Simplified Technic for Extra-Oral Fixation 
of Fractures of the Mandible. 
Walter W. Fallon, M.D., D.D.S., Great Falls. 


bo 
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for greater safety in streptomycin therapy... 


Squibb Streptoduocin 
Streptomycin and dihydrostreptomycin in equal parts 


Distrycin has an important advantage over streptomycin. It has the same 
therapeutic effect but ototoxicity is greatly delayed. Since the patient 

is given only half as much of each form of streptomycin as he would have on 
a comparable regimen of either one prescribed separately, the danger of 
vestibular damage (from streptomycin) or cochlear damage (from 
dihydrostreptomycin) is significantly lessened. 


Signs of vestibular damage appear in cats treated with Distrycin as much 
as 100 per cent later than in animals given the same amount of streptomycin. 


*Heck, W.E.; Lynch, W.J., and Graves, H.L.: Acta oto-laryng. 43:416, 1953 


Distrycin dosage is the same as for streptomycin. In tuberculosis the 
routine dose is 1 Gm. twice weekly, in conjunction with daily 
para-aminosalicylic acid or Nydrazid (isoniazid). In the 

more serious forms of tuberculosis, Distrycin may be given 

daily, at least until the infection has been brought 

under control. 


Distrycin 
i is supplied in 
SQUIBB 1 and 5 Gm. vias, 
a leader in streptomycin research and manufacture expressed as base 


‘Distrycin’® and ‘Nydrazid’® are Squibb trademarks 
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4. External Diseases of the Eyes. 
E. S. Murphy, M.D., Missoula. 
George G. Sale, M.D., Missoula. 
W. L. Jones, M.D., Missoula. 
5. Exfoliative Cytology: An Aid in Early Cancer 
Diagnosis. 
Raymond F. Peterson, M.D., Butte. 
6. Oxytetracycline (terramycin) in the Treat- 
ment of Oxyuriasis. 
Belle C. Richards, M.D., Helena. 
7. Operative and Postoperative Cholangiog- 
raphy. 
N. C. Rosston, M.D., Butte. 
8. Translumbar Aortography and Retroperito- 
neal Oxygen Insufflation. 
Leonard J. Rotondi, M.D., Butte. 
9. Problems at the Montana State Hospital. 
Robert J. Spratt, M.D., Warm Springs. 


EDUCATIONAL EXHIBITS 
A New Concept in Medical Education. 
Audio-Digest Foundation. 
Testing the Drinking Driver. 
Montana Highway Patrol. 
The National Safety Council. 
American Medical Association. 


Clinical-Pathological Conferences 

On Thursday, September 16, and on Friday, 
September 17, Clinical-Pathological Conferences 
will be presented in the Silver Bow Ballroom of 
the Finlen Hotel. The conference on Thursday 
will be presented between the hours of 1:30 and 
2:30 p.m., immediately following the luncheon 
recess. On Friday the conference will be pre- 
sented between the hours of 4:10 and 5:10 p.m. 


American College of Physicians 
Montana-Wyoming Region 

The American College of Physicians, under the 
Governorship of Harold W. Gregg, M.D., will 
hold a regional meeting in the Library of Butte 
Community Memorial Hospital on Wednesday, 
September 15. The scientific sessions will con- 
vene at 9:30 a.m. and will continue throughout 
the day. The annual banquet will be held at 7:30 
Wednesday evening, September 15, in the Copper 
Bowl of the Finlen Hotel. 

All Montana physicians are welcome to attend 
the scientific sessions as well as the reception 
and banquet. 

Montana Pediatric Society 


The Montana Pediatric Society, under the 
Presidency of Roger W. Clapp, M.D., will meet 
for dinner and a business session at 8:00 p.m., 
Wednesday evening, September 15, at Ray- 
mond’s, 3201 Harrison Avenue, Butte. Robert 
T. Tidrick, M.D., Professor and Head of General 
Surgery of the State University of Iowa College 
cf Medicine, will speak on “Pediatric Surgery.” 
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The Washington 


Scene. 


A monthly news summary from the nation’s capital 


by the Washington Office of the A.M.A. 


While Congress didn’t enact all the health 
bills President Eisenhower’s administraticn 
wanted to put through, it did mark up an im- 
posing record of accomplishment. In fact, it 
passed more health and medical legislation than 
any Congress in many, many years. The A.M.A. 
actively supported most of the bills finally en- 
acted, and opposed none of them. 


Four important new laws were written into 
the statutes before the session ended—expansion 
of the Hill-Burton hospital construction program, 
expansion of the vocational rehabilitation pro- 
gram, amendment of the income tax law to allow 
more liberal deductions for medical expenses, 
and transfer of the responsibility for health of 
the Indians to U. S. Public Health Service 

For years a group of state health officers 
have been working to bring about the transfer oi 
Indian hospital and medical service from the 
Indian Bureau in the Department of the In- 
terior to Public Health Service in what is now 
the Department of Health, Education, and Wel- 
fare. The health officers could show beyond 
any question that the Indians were receiving 
far less medical care than the rest of the popu- 
lation. They maintained that if the Public 
Health Service was made responsible for the 
Indians’ health, there would be a rapid change 
for the better on the reservations. 

What might be called governmental inertia 
succeeded in holding up the legislation for a 
time, but this Congress decided to make a shift. 
Public Health Service, which will take cover on 
the reservations next July 1, already has plans 
under way to insure the Indians more and bet- 
ter medical care. 

The demands for a more dynamic vocational 
rehabilitation program have been building up 
cutside the federal government as well as in 
Washington. The problem facing this adminis- 
tration was to get more people rehabilitated but 
at the same time to induce the states to take a 
more active part in the work. The law now 
enacted promises to do this. It authorizes grad- 
ual increases in the federal appropriations, but at 
the same time is aimed at bringing the states up 
to the position of full financial partners by the 
end of five years. The goal is to rehabilitate at 
least 200,000 persons annually, in place of the 
present 60,000. 

If local communities are willing to raise 
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Switch to... 


P. ablishers Press 


1830 Curtis 
(Right Downtown) 


We Are Specialists in the Printing of: 


Newspapers 


Brochures 


e Letterheads 


Booklets Catalogs 
Folders ® Leaflets 


Reprints 


Phone KEystone 4-4257 for 


Free Estimates on Your Needs! 


Information and circulars upon request. 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director 
LIVERMORE, CALIFORNIA 
Telephone 313 


GENERAL FEATURES 
1, Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


* The Cottage Department (for 


mental patients) has its own fa- | 


cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


CITY OFFICES: 
SAN FRANCISCO OAKLAND 
450 Sutter Street 411 30th Street 
GArfield 1-1174 GLencourt 2-4259 
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from one-third to one-half of the cost, the new 
Hill-Burton program should result in the con- 
struction, within three years, of possibly a haf 
billion dollars in new facilities—rehabilitation 
centers, diagnostic-treatment clinics, chronic 
disease hospitals, and nursing homes. (This pro- 
gram was discussed in detail last month in this 
space.) The new construction will be in addi- 
tion to the continuing Hill-Burton grants for 
complete hospitals. 

On the medical cost deduction question, - too, 
economists long have felt that families with 
unusually large medical expenses should be giv- 
en more liberal tax deductions. The new law 
will allow them to deduct medical expenses in 
excess of 3 per cent of taxable income. Un- 
der the old law the figure was 5 per cent. 
A $3,000-income family with $150 in medical 
expenses under the old law could deduct noth- 
ing, but under the new law $60. The Treasury 
estimates that the total saving to families will 
be $80 million. 


The general public probably read and heard 
more about the one bill that was defeated— 
reinsurance—than it did about all the health and 
medical legislation that passed. That defeat (in 
the House) was a surprise and a disappointment 
to the President. His advisors might have toid 
him that all was not well, but obviously they 
did not. Opposition was not confined to the 
A.M.A. Also lined up against it were most of 
the health insurance companies, the U. S. Cham- 
ber of Commerce and a number of other pro- 
fessional groups. The labor unions would accept 
it, but wouldn’t work to get it. Most significant 
ef all, it had lukewarm support at best from the 
lawmakers who know most about it, the Senate 
and House committees that conducted the hear- 
ings. 


MONIES FOR MEDICAL SCHOOLS 


The first 1954 distribution of unrestricted 
funds to the nation’s eighty medical schools was 
made in July by the National Fund for Medical 
Education. These 1954 grants totaled $2,176,- 
904.71, including $1,101,000 from the medical pro- 
fession through the American Medical Education 
Foundation. 


Each of the seventy-four four-year medical 
schools received $15,000 plus $25 per undergradu- 
ate medical student enrolled in the school. Each 
cf the six two-year schools received $7,500 plus 
$25 per student. Added to these grants were 
gifts of individual doctors to designated schools. 

Since 1951, nearly seven million dollars has 
been awarded to the country’s medical schools 
—half of this total contributed by the medical 
profession. Fund grants, which are unrestricted, 
are used by the schools primarily to fill teach- 
ing vacancies, to create new faculty posts and 
to initiate courses in areas of recent scientific 
advances. 
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Industrial Commission 
Gives Lie to Chiro 
Publication Claims 


The following official communication under 
date of July 14, 1954, has been received from the 
Industrial Commission of Colorado: 


“At a meeting of the Industrial Commission of 
Colorado, held at its offices in the State Capitol 
Annex, Denver, Colorado, on July 14, 1954, all 
members of said Commission being present, the 
following resolution was introduced and its 
adoption duly moved and seconded: 

“WHEREAS, this Commission has from time 
to time received various copies of publications 
and inquiries from persons who have read such 
publications, wherein it is stated: 


““The Colorado State Industrial Commis- 
sion has issued a directive that all low-back 
cases be referred first to a chiropractor,’ and 


“WHEREAS, the Industrial Commission of 
Coloardo is without authority in law to issue 
such directive, and a directive of this nature 
would be contrary to the provisions of Section 
81 of the Workman’s Compensation Act of Colo- 
rado, which provides in part: 


“In all cases of injury, the, employer or 
the insurer, as the case may be, shall have 
the right in the first instance to select the 
physician who shall attend the injured em- 
ployee * * *.’ 


“AND WHEREAS, the Industrial Commission 
of Colorado has not at any time issued any di- 
rective that ‘All low-back compensation cases 
be referred first to a chiropractor,’ or that any 
compensation cases be referred to chiropractors, 

“AND WHEREAS, the aforementioned alleged 
directive is wholly false and misleading, and the 
same is causing confusion and concern among 
insurance carriers, self-insurance carriers and 
employers operating in the State of Colorado, 
as to their right in the first instance to select the 
physician who shall attend the injured employee, 


“NOW THEREFORE, BE IT RESOLVED: That 
the Industrial Commission of Colorado does 
hereby repudiate as false and wholly without 
foundation in fact, the published statement that 
‘The Colorado State Industrial Commission has 
issued a directive that all low-back compensation 
cases be referred first to a chiropractor.’ 


“BE IT FURTHER RESOLVED: That a copy 
of this resolution be furnished each Workmen’s 
Compensation Insurance Carrier and Self-In- 
surance Carrier doing business in the State of 
Colorado, to the press, and to any corporation, 
firm or person making inquiry as to the alleged 
directive. 


“BE IT FURTHER RESOLVED: That the Sec- 
retary of this Commission be directed to fur- 
nish a copy of this resolution to the editor of, 
or other responsible person connected with, each 
publication which has heretofore published the 
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ANESTHESIA IN 
GENERAL PRACTICE 


By Stuart C. Cullen, M.D. 4th ed. 312 
pages. Illustrated. (1954) Year Book. $5 


Concise, authoritative, and thoroughly 
practical, the fourth edition has been 
enlarged so that recent advances may 
be included with the fundamentals. 
Every necessary fact is clearly present- 
ed for the safe and effective adminis- 
tration of all types of anethesia. 


SEE IT ON APPROVAL NOW 
JUST SIGN, CLIP, AND MAIL THE COUPON 


@ 1814 STOUT STREET AC. 2-3411 
aceys DENVER 1, COLORADO 


Please send me a copy of LIEBOLT’S ILLUSTRATED 
REVIEW OF FRACTURE TREATMENT on 10 days’ 
approval. 
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Famous fer over 52 years as Denver's 
finest and purest drinking water. 


® Endowed by Nature with the ideal amount 
of fluorine, 1.3 parts per million 
® Contains no added chemicals 


stomach and kidney disorders 


© Scientific distilling process removes all 
minerals 


@ Aerated, to remove flat taste of other distilled 
waters 
© by far 


formulas, allergies, prescriptions and sterilizing 
instruments 


Order Now At Your Pharmacists 
or call TAbor 5-5121 


DEEP ROCK WATER CO. 


614 27th Street Denver, Colorado 


successful in the treatment 


of ulcerative colitis... dine. 


1 0 Bargen reports that since 1949 ap- 
proximately 100 patients have been 


treated with Azulfidine. “The results 


have been extremely satisfactory in 


most cases.” 


Personal communication ( Apr. 
12, 1950) 


Of 119 patients treated with Azulfi- 
dine prior to 1944, 90 patients (75%) 
were symptom-free or considerably 
improved when re-examined in 1949. 


Svartz, N.: Acta. Med. Scandi- 
nav. 141:172, 1951. 


1951 


literature available on request from: 


BRAND OF SALICYLAZOSULFAPYRIDINE 


l 2 In a series of 52 patients with chronic 
ulcerative colitis 30, or 58%, showed 


significant improvement pr ste treat- 
ment with Azulfidine. 


Morrison, L. M.: Gastroenrerol- 
ogy 21:133, 1952. 


Morrison “Azopyrine [Azulfi- 
dine] . has been effective in con- 
trolling ‘the disease in approximately 
two-thirds of patients who had previ- 
ously failed to respond to standard 
colitis therapy currently in use.” 
Morrison, L. M.: Rev. Gastroen 
terology 20:744 (Oct.) 1953. 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E., Rochester, Minn. 
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alleged directive, or shall hereafter publish the 
alleged directive, and make formal demand upon 
such editor or other responsible person, that the 
necessary action be promptly taken to correct 
the false information heretofore disseminated in 
such publication, and that a copy of the publica- 
tion in which the correction appears, be fur- 
nished this Commission at the time of publica- 


tion. 

“The roll being called by the Secretary upon 
the adoption of the foregoing resolution, re- 
sulted as follows: 

“AYES: Commisioners Brannaman, Andresen 
and Dill. 

“NAYS: None. 

“Whereupon the Chairman deciared said 
resolution duly and regularly adopted. 


“FEAY B. SMITH, 
“Secretary. 
“Attest—Approved: 
“RAY H. BRANNAMAN, 
“F. W. ANDRESEN, 
“H. E. DILL, 
“Commissioners.” 


SEVENTH ANNUAL SYMPOSIUM ON 
PULMONARY DISEASES 

The Seventh Annual Symposium on Pulmonary 
Diseases will be given at Fitzsimons Army Hos- 
pital September 13, 14, 15, 16 and 17, 1954, spon- 
sored by Fitzsimons Army Hospital, the Ameri- 
can Trudeau Society, and the University of 
Colorado School of Medicine. 

Subjects to be discussed include physiological 
considerations and diagnosis, management of pul- 
monary tuberculosis, complications of tubercu- 
losis, chronic non-tuberculous diseases — neo- 
plastic and mycotic lesions, chronic suppurative 
diseases, thoracic trauma, etc. Also scheduled 
are medical and surgical chest conferences, dem- 
onstrations, and clinics. 

Registration will be limited to 300, and will 
be open for physicians in private practice who 
are members of their respective county medical 
societies. The registration fee for the course is 
£5.00 except for military personnel on active 
duty and interns and residents. Housing and 
meal facilities are available at Fitzsimons Army 
Hospital for a limited number of registrants. 
Each registrant will receive a copy of the lec- 
tures presented and subject matter read by title 
only. 

For application and further inquiries, write to 
the Office of Graduate and Postgraduate Medical 
Education, University of Colorado Medical Cen- 
ter, 4200 East Ninth Avenue, Denver 20, Colorado. 


COLORADO OFFICERS VISIT EVERY 
COMPONENT SOCIETY 

In August officers of the Colorado State Med- 
ical Society completed the visitation of every 
one of the twenty-six component county and dis- 
trict medical societies in the state for the So- 
ciety’s current year. The visits began in mid- 
October of 1953. This plan has been followed by 
the Society every year since 1932, with the ex- 
ception of the World War II years. 
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HEARING is their business! 


These are the Audivox Hearing Aid Dealers who 
serve you in COLORADO, MONTANA, NEW 
MEXICO and WYOMING. Audivox dealers are 
chosen for their competence and their interest 


in your patients’ hearing problems. 


COLORADO 


Denver 
Mace Warner Company 
534 16th Street 
Tel.: TAbor 5-5265 


Grand 


he Hearing Center of W. Colorado 


309 Main Street 
Tel.: 2754 


MONTANA 
Billings 


Montana Hearing Center 
2914 Second Avenue North 


Tel.: 7-7903 
Hamilton 
C. Wells 
P. O. Box 55 
NEW MEXICO 


Amarillo, Texas 
udiphone Company of Amarillo 
922 Travis Street 
Tel.: 6132 


El Paso, Texas 
Mrs. R. D. Bowden 
1000 East Yandell 
Tel.: Main 2015 


Lubbock, Texas 
Audivox of West Texas 
1928 19th Street 
Tel.: 2-2951 


WYOMING 
Denver, Colorado 
Mace Warner Company 


534 16th Street 
Tel.: Tabor 5-5265 


Billings, Montana 
Montana Hearing Center 
2914 Second Avenue, North 


UTAH 


Salt Lake City 
R. E. Morris Company 
421 Judge Building 
Tel.: 3-3091 
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Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tel- 
ephone Laboratories. audivox lineage springs from 


the pioneer experiments of Dr. Alexander Graham Bell, . 


which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, brought to fruition 
by Western Electric and audivox engineers. 


Pedigreed in its field, audivox successor to Western 
Electric Hearing Aid Division, brings the boon of better 
hearing, and its enrichment of living, to thousands. With 
the magical modern transistor, with scientific hearing 
measurement and scientific instrument-fitting, serviced 
by a nation-wide network of professionally-skilled deal- 
ers, audivox moves forward today in a proud tradition. 
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Audivox new all-transistor 
model 71 hearing cid 


Successor to Hearing Aid Division 


123 Worcester St., Boston, Mass. 


The Pedigreed Hearing Aid 
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PROGRAM 


Annual Meeting of the Rocky Mountain 
Chapter of the American College of 
Chest Physicians 


Saturday, September 25, 1954 
Broadmoor Hotel, Colorado Springs, Colo. 


(Immediately following the Annual Session of 
the Colorado State Medical Society) 


9:00 A.M.—Registration. 

9:30 A.M.—“The Pathology of the Resected 
Lung With Isoniazid Therapy”—John 
Denst, M.D., Pathologist, National 
Jewish Hospital, Denver, Colorado. 

10:00 A.M.—“Osteoarthropathy in Pulmo- 


nary Lesions” — William Wierman, 
M.D., Thoracic Surgeon, Denver, Colo- 
rado. 


10:30 A.M.—“Chronic Pneumonia”—H. W. 
Harris, Capt. M. C., Pulmonary Disease 
Service, Fitzsimons Army Hospital, 
Denver, Colorado. 

11:00 A.M.—“Reaction of Serous Membranes 
to Blood”—John S. Chapman, M.D., 
Assistant Dean, Graduate and Post- 
graduate Education, Southwestern 
Medical School, Dallas, Texas. 

12:00-2:00 P.M.—Luncheon. Panel Discus- 
sion. 


“When Not to Do Lung Resections for 
Pulmonary Tuberculosis”—H. M. Van 
Der Schouw, M.D., Moderator, Wheat 
Ridge, Colorado. 
Albert H. Andrews, M.D., Broncho- 
scopist, Chicago, Illinois; Robert K. 
Brown, Thoracic Surgeon, Denver, 
Colorado; John S. Chapman, M.D., 
Internal Medicine, Dallas, Texas: 
John Denst, M.D., Pathologist, Den- 
ver, Colorado; Fred R. Harper, M.D.. 
Thoracic Surgeon, Denver, Colorado. 
2:00 P.M.—“Therapeutic Diagnosis in Ob- 
structive Emphysema’’—Albert H. An- 
drews, M.D., Assistant Clinical Pro- 


fessor, Bronchoesophagology, College 
of Medicine, University of Illinois, 
Chicago, Illinois. 

2:30 P.M.—“Constrictive Pericarditis” — 
Edwin M. Goyette, Colonel, M.C., 
Chief of Cardiology, Fitzsimons Army 
Hospital, Denver, Colorado. 

3:00 P.M.—“A Review of the Methods Used 
in Hayfever Therapy”—B. T. McMa- 
hon, Allergist, Denver, Colorado. 


All physicians are cordially invited tc 
attend’ this meeting. There is no registra- 
tion fee for members or guests. 


CONFERENCE ON OCCUPATIONAL 
CHEST DISEASE 


A conference on silicosis and occupational 
chest diseases jointly sponsored by the McIntyre 
Research Foundation of Toronto, Canada, and the 
Saranac Laboratory of Saranac Lake, New York, 
has been arranged for Monday, Tuesday, and 
Wednesday, February 7, 8, and 9, 1955, in the 
Town Hall at Saranac Lake. 

Both of these organizations have for many 

years been conducting research along parallel 
lines and have decided to pool their resources 
for this conference. The papers to be presented 
in the five full sessions will all report on 
original work conducted or sponsored by either 
the McIntyre Research Foundation or the Sara- 
nac Laboratory. In addition there will be papers 
presented by guest lecturers. 
Doctors, scientists, and business men ccncerned 
with the problems of occupational chest 
diseases in all parts of the United States, Canada, 
and foreign countries are invited to attend. 

Anthony J. Lanza, M.D., formerly Director of 
the Institute of Industrial Medicine and now 
Emeritus Professor of Industrial Medicine at 
New York University-Bellevue Medical Center, 
has been named chairman of the conference and 
of its Scientific Program Committee. 

All communications concerning the confer- 
ence and reservations should be addressed to Mr. 


Norman R. Sturgis, Jr., Saranac Laboratory, 
Saranac Lake, New York. 


The treatment of active pulmonary tubercu- 
losis is bed-rest fortified by antimicrobial medi- 
cation, primarily dihydrostreptomycin and PAS. 
—Eli H. Rubin, M.D., Annals of Int. Med., March, 
1954. 


We Recommend 


VAN’S PHARMACY 
THOMAS A. VANDERBUR 
ptions, Drugs, Cosmetics, Magazines, Sundries, Excellent Fountain Service 


Prescri 
2859 Umatilla St., Cor. 29th Ave. at Umatilla, Denver, Colo. 


GRand 7044 


Oculist Prescription Service Exclusively 


SHADFORD-FLETCHER OPTICAL CO. 
Dispensing Opticians 
218 16th Street, Denver, Colo. AComa 2-2611 
3705 East Colfax (Medical Center Building). Florida 5-0202 
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Welch Allyn has taken the initiative in pre- 
senting to the medical profession a set of 
well-lighted anoscope specula as attachments 
to the standard battery handle. The tapered 
obturators and specula are so designed. that 
they can be inserted without discomfort. 
The specula are all interchangeable on the 
same light carrier and can be readily de- 
tached for sterilization. The offset obturator 
handle ring facilitates insertion and allows 
the doctor to manipulate the anoscope with 
one hand, leaving the other free for treat- 
ment. Shadow-free and brilliant illumina- 
tion is provided by the regular WACO No. 2 
lamp. These specula are available in small, 
medium and large sizes with apertures of 14 
mm., 19 mm. and 22 mm., respectively. 


Providing the general practitioner as well as 

WELCH ALLYN the specialist with a set to completely cover 
diagnostic or operating procedure, this set 

contains the No. 110 ophthalmoscope, No. 


216 operating otoscope, and a set of new 
DIAGNOSTIC SET ==" 


Sets are provided with either the large, med- 
ium, or penlite-size handle. 


The No. 110 Ophthalmoscope is a May type 
head constructed with a prefocused optical 
system which makes it unnecesary to adjust 
the instrument for clear focus. It is also pro- 
vided with a patented rotable unit contain- 
ing standard, pin hole, and slit apertures, 
as well as ‘’white !fine’’ grid and red free 
filter. The pin hole aperture provides a 
constricted spot of light permitting exam- 
ination through small, undilated pupils. The 
slit aperture assists in estimating the level 
of various areas of the retina. The red free 
filter provides a contrast between the blood 
vessels and their background. The ‘‘white 
line’’ grid can be used to determine size and 
locate accurately certain lesions observed. 


The No. 218 Otoscope has a patented rotat- 
able sepeculum holder providing greater 
operating space. No set screw adjustments 
are necessary and prefocused Waco bright 
light lamps provide abundant illumination 
at the distal end of the speculum. With di- 
rect illumination there is no light loss from 
prisms or projection lenses. 


Send for Welch Allyn. Catalog and Price List RM-954 


PHYSICIANS & HOSPITALS SUPPLY CO., INC. 


1400 Harmon Place Minneapolis 3, Minnesota 
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WOULD HELP IN PAYING ESTATE TAXES 


Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


CASE YOU ARE ACCIDENTALLY KILLED... 
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aon. BENEFITS also for loss of sight, 
limb or limbs from accidental injury 


HOSPITAL INSURANCE also for our mem- 
bers and their families 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 


Omaha 2, Nebraska 


Whedon Cancer 
Foundation 


Establishment of the Earl and Bessie Whedon 
Cancer Detection Foundation was announced by 
Dr. Earl Whedon at ceremonies held a month 
ago when the new Sheridan County Merorial 
Hospital was dedicated. The new foundation 
will work in close association with the new 


hospital but the foundation will be located at 
30 Scott Street in downtown Sheridan. 


Dr. Whedon is a Past President of the Wyo- 
ming State Medical Society and prior to his 
Presidency had served 18 years as Secretary of 
the Society. For most of those years he was 
also the Wyoming Editor of the Rocky Mountain 
Medical Journal. Dr. Whedon retired two years 
ago from what had been a very busy eye, ear, 
nose and throat practice. 

The Cancer Detection Foundation has pur- 
chased two houses, one of which will serve as 
the foundation office, the other to house a labo- 
ratory with completely modern equipment. Dr. 
Whedon stated that the foundation wili offer 
cancer detection services gratis to all medically 
indigent. Dr. and Mrs. Whedon have endowed 
the foundation with practically all of their life 
time savings so that the foundation’s income 
will be sufficient to operate the detection center. 
Original trustees of the foundation will include 
Dr. Whedon, Mr. William Henderson and Mr. 
H. O. Minick, all of Sheridan. 

In addition to long service in offices of local 
and state medical organizations, Dr. Whedon was 
for 15 years Chairman of the Wyoming Division 
of the American Cancer Society and has served 
many years on the State Board of Health. 


Obituaries 


CHARLES J. REED 


Dr. Charles Jerome Reed, 73, formerly of Iowa 
and South Dakota, but who had practiced in 
Wyoming since 1923, died on July 23, 1954, at 
Douglas, Wyoming. 

Dr. Reed was graduated from Hahnemann 
Medical School, Chicago, Illinois, in 1904. He 
practiced in Monroe, South Dakota, 1905-1910; 
Woolstock, Iowa, 1910-1918; Webster City, Iowa, 
1918-1923, and after that time practiced and 
lived at Upton, Wyoming, until the time of his 
death. He was County Health Officer of 
Weston County for eleven years. 
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SIXTH ANNUAL MEETING OF THE UTAH 
ACADEMY OF GENERAL PRACTICE 


The Hotel Utah in Salt Lake City is the loca- 
tion for the Utah Academy of General Practice 
Annual meeting, being held September 9 and iC. 
The following doctors are guest speakers on the 
Scientific Program: Edward V. Allen, M.D., Uni- 
versity of Illinois, Chicago; Conrad G. Collins, 
M.D., The Tulane University of Louisiana, New 
Orleans; M. Edward Davis, M.D., University of 
Chicago, Chicago; James A. Dusbabek, M.D., 
George Washington University, Washington, D. 
C.; Erle Henriksen, M.D., University of South- 
ern California, Los Angeles; Jack Pritchard, M.D., 
Western Reserve University, Cleveland, Ohio. 
Luncheon and banquet speakers include W. B. 
Hildebrand, M.D., National President, The Amer- 
ican Academy of General Practice, Mr. Rollen 
Waterson, and Mr. Edmund Harding. There is 
no registration fee, and all members of the 
medical profession are invited to attend this 
outstanding event. 


g Woman’s 
yi, Auxiliary 


The Annual Meeting 


The annual business meeting of the Wyoming 
Medical Auxiliary was held during the con- 
vention in Sheridan, Wyoming, June 7. Mrs. 
James Sampson, Auxiliary President, presided. 
She introduced the National President-elect, 
Mrs. George Turner of El Paso, Texas, who was 
our honored guest during the convention. 

Reports were given by delegates from the 
various County Auxiliaries. Real progress has 
been made in the various counties, especially in 
the fields of nurse recruitment and “Future 
Nurses Clubs.” 


A constitutional amendment raising the state 
dues from fifty cents to two dollars was passed. 
The additional money is to be used to provide 
travel expenses for the President and Organiza- 
tion Chairman to visit and to underwrite other 
activities of the Auxiliary. 

The Auxiliary voted a contribution of $100 
to the American Medical Education Foundation. 

The following officers were elected for the 
year 1954-55: 

President—Mrs. Franklin Yoder, Cheyenne.. 

President-elect—Mrs. L. C. Barrett, Casper. 

First Vice President—Mrs. J. Cedric Jones, 

Cody. 
Second Vice President—Mrs. Albert Sudman, 
Green River. 


Secretary—Mrs. O. J. Rojo, Sheridan. 
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We Appreciate the Patronage of the 
Members of the Medical Profession 


CAPITOL SANDWICH CO. 


Established 1921 


Sandwiches on Sale at the Better Drug 
Stores of Denver 


KEystone 4-2694 or EAst 2-4707 
Denver Colorado 


For Professional Prescription Service 
Sherwood Professional 
Pharmacy 
Arnold Sherwood, Owner 


FREE PRESCRIPTION DELIVERY ANYWHERE 
IN DENVER AND SUBURBS... . 


So. Denver Medical Bldg. Denver, Colo. 
2465 S. Downing St. PE. 3-3755 


Quality-Controlled 


every step of the way 
from the basic material 
to the packaged product. 


That is why many doctors 
prescribe with confidence 
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Treasurer—Mrs. Dale Ashbaugh, Riverton. 


The guest speaker at the luncheon held on 
Tuesday, June 8, at the Sheridan Country Club 
was Mrs. George Turner, President-elect of the 
Auxiliary to the A.M.A. Mrs. Turner is a de- 
lightful person and a fine speaker and her talk 
was an inspiration. She announced her theme 
for her year in office was to be “Leadership in 
Community Health,” and stressed that in order 
to do this we must have a profound knowledge 
of health, see things in their true prespective, 
and work with existing health agencies. Whether 
she wills it or not, the doctor’s wife is looked 
to as a health authority, and the medical Aux- 
iliary provides the opportunity to become well- 
informed. Mrs. Turner stated that she had no 
present intention to start any new national pro- 
gram, but rather to enhance those already in 
existence. 


At a special meeting held in Cheyenne on 
July 6, a letter of resignation was read from 
Mrs. Cedric Jones and Mrs. Lowell Kattenhorn 
of Powell was elected to fill the First Vice Presi- 
dency. 

Mrs. Franklin Yoder reports that the Medical 
Society voted to give the Auxiliary $400 to be 
used at the discretion of the Auxiliary. Many 
thanks! 

MRS. E. J. GUILFOYLE, 
Correspondent, Newcastle, Wyoming. 


MOUTH PROTECTORS IN SPORTS 


_ Although they prevent widespread mouth in- 
juries, and in some cases death, the use of 
mouth protectors in various sports is not suffi- 
ciently popular. College, high school, and gram- 
mar school football, baseball, and other “contact” 
sports are increasing in participants . . . and 
dental injuries. Schools spend an average of $90 
to $120 each year on protective clothing for a 
football player. The protection is for regions 
in which 48 per cent of the injuries occur. 
However, it is stated that “Only a limited num- 
ber of schools make any attempt to provide any 
sort of protection for the region where 52 per 
cent of the injuries occur.” 

Using functional mouth protectors in “contact” 
sports provides several advantages. The mouth 
and associated structures are protected. The 
force of most blows transmitted to the brains is 
minimized, usually avoiding the subsequent ten- 
dency to unconsciousness, concussion with per- 
manent or cumulative brain injury, and even 
death in extreme cases. 


Mouth protectors have been used since 1927, 
especially in boxing. Their widespread use has 
been hindered by ignorance of the problem, by 
the general public and by previous expense in- 
volved in the preparation of mouth protectors. 


—Watts, G.; Woolard, A., and Singer, C. E.: 
Functional Mouth Protectors for Contact 
Sports, J. Am. Dent. A. 49:7 (July) 1954. 


TELEPHONE INFECTIONS 


You'll rarely catch a cold from a telephone. 
Examinations were made on 48 telephones in 
public booths, 38 in an office, and 36 in an 
office where weekly disinfection included the 
phones. Although the “disinfected” telephones 
were cleaner than the others, there was no great 
~~ eee in the amount of bacterial contamina- 
ion. 


—taen Letters: J.A.M.A. 155:1094 (July 17) 
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OMAHA MIDWEST CLINICAL SOCIETY 

October 25 to 28, inclusive, are the dates to 
note for attendance at the Twenty-Second An- 
nual Clinical Assembly of the Omaha Midwest 
Clinical Society. The four-day assembly will be 
held at the Hotel Paxton in Omaha. 
scientific and technical exhibits will complete 
the outstanding program on which guests and 
member speakers will present addresses, clinics, 
panel discussions, and question and answer pe- 
riods. Panel discussions will include “Newer 
Therapeutic Agents in Cardiovascular Diseases,” 
“Occupational Hazards,” “Anorectal and Colon 
Diseases,” “Prolonged Labor,” “Medical Effects 
of Alcohol,” and “Hepatitis.” 

The American Academy of General Practice 
has approved the Assembly for formal post- 
graduate study, and members will be credited 
with actual number of hours of attendance at 
the sessions. 

The Society will have many fine guest speak- 
ers. Further information may be obtained by 
writing to the Executive Office of the Society, 
1031 Medical Arts Building, Omaha, Nebraska. 


THE VAN METER PRIZE AWARD 

The American Goiter Association again offers 
the Van Meter Prize Award of three hundred 
dollars and two honorable mentions for the best 
essays submitted concerning original work on 
problems related to the thyroid gland. The 
award will be made at the annual meeting of the 
association, which will be held in Oklahoma City, 
Oklahoma, April 28, 29 and 30, 1955, providing 
essays of sufficient merit are presented in com- 
petition. 

The competing essays may cover either clinical 
or research investigations; should not exceed 
three thousand words in length; must be pre- 
sented in English, and a typewritten double- 
spaced copy in duplicate sent to the Secretary, 
John C. McClintock, M.D., 14!42 Washington Ave- 
nue, Albany, New York, not later than January 
15, 1955. The committee who will review the 
manuscripts is composed of men well qualified 
to judge the merits of the competing essays. 

A place will be reserved on the program of 
the annual meeting for the presentation of the 
Prize Award Essay by the author, if it is possible 
for him to attend. The essay will be published 
in the annual proceedings of the association. 


A.C.S. MEETS NOVEMBER 15-19 

The 40th annual Cilinical Congress of the 
American College of Surgeons will be held in 
Atlantic City, New Jersey, November: 15 to 19. 
More than 10,000 Fellows of the College and 
their guests from all over the world will gather 
at this postgraduate education meeting. Dr. 
Charles deT. Shivers, Atlantic City, is chairman 
of the Atlantic City Advisory Committee cn Ar- 
rangements. 

Dr. Frank Glenn, New York, current President 
of the American College of Surgeons, will pre- 
side at the opening evening session, at which Dr. 
Alan Gregg, New York, and Dr. Robert H. Ken- 
nedy, New York, will be guest speakers. On the 
final evening Dr. Alfred Blalock, Baltimore, will 
be installed as President of the coming year. 

Dr. Evarts A. Graham of St. Louis is Chairman 
of the Board of Regents and Dr. Paul R. Hawley 
of Chicago is the Director. 
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THE MYTHICAL “ATHLETE’S HEART” 


The common impression appears to be false 
that athletes develop enlarged hearts and have 
a tendency to die young of heart disease. Dr. 
Thomas K. Cureton of the Physical Fitness Re- 
search Laboratories, University of Illinois, has 
found that the middle age deterioration of cham- 
pion athletes was not due to earlier, excessive 
athletic activity. Rather, it is due to subsequent 
excesses in eating, drinking, and smoking. The 
champions who keep active have been found to 
be physically superior to the average middle- 
aged man. 

Dr. Cureton traveled throughout Europe, giv- 
ing about 128 physiologic tests to 55 former 
champion athletes. The results of these tests 
were compared with those of identical tests given 
to non-athletic middle-aged and young men. The 
comparison revealed that the former champion 
has less “bay window,” better feet, stronger 
hands, and a more efficient heart and blood cir- 
culation. Psychologically and physiologicaily, he 
is more ready for action, and has better tolerance 
of stress. He is also stronger and has better 
muscular endurance. 

Baseball, basketball, or football players were 
not studied because they do not have the same 
kind of athletic training. Unlike individual ath- 
letes, they may not follow customary exercise 
out of season. 

Dr. Cureton believes that appropriate excercise 
is safe and beneficial for middle-aged men who 
desire to recondition themselves. It appears 
that a regular program of physical exercise 
would lengthen the life-span and decrease deaths 
from heart disease. 


—Van de Water, M.: Athletes Have Good Hearts, 
Se. News Letter 66:10 (July 3) 1954. 


The scope of health education varies with the 
state of development of the health culture of a 
community. It may be concerned with basic 
political issues such as organizing a local com- 
munity to take action about its health problems; 
it may be involved in changing financial or 
ethical relationships between doctors and pa- 
tients; it may be concerned with teaching people 
about immunization or fostering discussion on 
human relations among school-children, and 
these extremes may be present in the same 
country.—John Burton, M.D., European Confer- 
ence on Health Education of the Public, London, 
England, April 10-18, 1953. 


LAURELS FOR A.M.A. FILM 


Two honors recently were heaped on the popu- 
lar documentary film, “A Citizen Participates,” 
on which the A.M.A. holds television rights. The 
film received top rating as an educational motion 
picture at the Cleveland Film Festival and was 
chosen by Scholastic Teacher for a national 
film award as a 16-mm. information film. 
Demonstrating democracy in action, this film 
describes how members of a rural community 
can work together to get a physician. 

A.M.A.’s exclusive TV rights to this film have 
been extended to December 31, 1954, so that 
enly state and county medical societies may book 
the film for their local TV stations. After that 
date, however, it will still be available for 16- 
mm. showings to church, school, club and similar 
gatherings. Bookings may be arranged through 
A.M.A.’s TV Film Library. 


NEW FILM CATALOG READY 


The revised catalog of medical and health films 
now available from the A.M.A.’s Committee on 
Medical Motion Pictures may be obtained on re- 
quest from the Committee. This booklet gives 
brief descriptions of more than 100 films. 


The development of streptomycin in the thera- 
peusis of tuberculosis, like the development of 
other successful chemotherapeutic agents, was 
not the result of a carefully planned attack based 
on a knowledge of the vulnerable biochemical 
factors of the tubercle bacillus. . . Instead, 
the approach was entirely empirical, based on 
the assumption that all microbial life is suscep- 
tible to antagonistic factors of varying physical 
and chemical characteristics-——William H. Feld- 
man, D.V.M., Am. Rev. Tuberc., June, 1954. 


The statisticians are pointing out that death 
from tuberculosis is occurring at an advancing 
age and that this holds true particularly in the 
case of older men rather than women. Many 
of these men, although they cough up large num- 
bers of tubercle bacilli, do not realize that they 
have a contagious disease and are infecting their 
grandchildren. Much needs to be done to search 
out these cases and give them proper treatment. 
—Donald S. King, M.D., NTA Bulletin, April, 
1954. 


URGENT—If you are moving or prefer your mail sent to a different address, fill in the form 
below and mail immediately. Four weeks’ notice is necessary for changes of address. 


Rocky Mountain Medical Journal, 835 Republic Building, Denver 2, Colorado: 


I have moved from: 


Street Address 


to: 


Business Address 


Home Address 


for Sepremper, 1954 


(Please type or print plainly) 
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A.M.A. SETS UP LAW OFFICE 

Something new has been added .. . to A.M.A.’s 
long list of councils, committees and departments. 
Known as the Law Department, the newly estab- 
lished department will handle all requests for 
legal opinions and advice by the various head- 
quarters staff offices. Effective August 1, the 
Bureau of Legal Medicine and Legislation and 
the headquarters staffing of the Committee on 
Legislation was transferred to the new depart- 
ment. 

Director is C. Joseph Stetler, who has been 
Secretary of the Council on National Emergency 
Medicine Service since 1951. Mr. J. W. Hollo- 
way, Jr., who has headed the Bureau of Legal 
Medicine for many years, serves as consultant 
to the new office. 


There is an ever-present danger which makes 
the need for rehabilitation of greater significance 
in tuberculosis than in any other common 
disease. Tuberculosis rehabilitation is like that 
for many other diseases with respect to financial 
savings, national security, and individual human- 
itarian purposes. Tuberculosis is, however, 
unique among common disabling diseases—physi- 
cal or mental—in that for long periods of time its 
victims may infect others. It is self-perpetuat- 
ing and potentially can affect far more people 
than the original victim.—Norvin C. Kiefer, M.D., 
NTA Bulletin, May, 1954. 


The Book Co 


New Books Received 


New books received are acknowledged in this section. From 
these, selections will be made for reviews in the interests of the 
readers. Books here listed will be available for lending from the 
Denver Medical Library soon after publication. 


Emergency Treatment and Management: By Thos. 
Flint, Jr.. M.D.; Director, Division of Industrial 
Relations, Permanente Medical Group, Oakland and 
Richmond, California; Chief, Emergency Depart- 
ment, Permanente Medical Group, Kaiser Founda- 
tion Hospital, Richmond California. Published 
June 21, 1954; 303 pages. W. B. Saunders Company, 
Philadelphia and London. Price: $5.75. 


Lectures on General Pathology: Delivered at the Sir 
William Dunn School of Pathology, University of 
Oxford. Edited by Sir Howard Florey, Professor 
of Pathology. Published May 20, 1954; 733 pages; 
illustrated. W. B. Saunders Company, Philadelphia, 
London. Price: $13.00. 


Hormones, Health and Happiness: By Warren Henry 


Orr, M.D. Published July 27, 1954. The McMillan 
Company, 60 Fifth Averue, New York 11, New 
York. Price: $4.50. 


El Manual Merck: 
Merck & Co., Inc., 


Published by 
Copyright 1954. 


Octava Edicion. 
tahway, N. J. 


Have We Carried a Scientific Article or Editorial 
That You Have Written? 


If you have not contributed a scientific article on a new method of treatment or surgical procedure 
that you have used successfully, you may be denying your confreres an opportunity for learning that 
might be of extreme value—you have not assumed your reesponsibility to make YOUR medical 
journal more valuable to those who receive it. 


Maybe you have some ideas that you would like to expound editorially. We don’t promise to print 
everything we receive, but we will look it over carefully to determine its five-state value. 


Think about it. You may be overlooking something that would make valuable reading. 


Specialists on IMPLANT EYES 


It has been our privilege to work with leading specialists in building plastic 
eyes to order for all types of implants. Also serving the doctor and his patient 
with regular all-plastic eyes and glass eyes. Assortments sent on memo. In 
business since 1906. Write or phone for full details. 


DENVER OPTIC CO., 330 University Bldg., 910 16th St., Denver 2. MAin 5638 
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The Home With a Heart 
THE FAIRHAVEN MATERNITY SERVICE 


Denver's original refuge for unwed mother since 1915 


Strictly confidential—Finest Obstetrical, Hospital Care (American Medical Association) 


MRS. RUTH B. CREWS, Supt. 1337 Josephine DExter 3-141] 


NEWTON OPTICAL COMPANY 
GUILD OPTICIANS 
Phone KEystone 4-0806 
Catering to Medical Profession Patronage 


309-16th Street Denver 


® The Extra-Small “ROYAL” 
EN. | ® The Extra-Powerful “SUPER ROYAL” 


@ Operates for 15¢ a Month 


M. F. TAYLOR 
HEARING AIDS. . . .$125.00 LABORATORIES 


10-Day Money-Back Guarantee Denver’s Oldest Hearing Aid Dealer 
By makers of world-famous Zenith 717 Republic Bidg., Denver 
Radios, FM, Television Sets MAin 3-1920 


Bone Conduction Devices Available at Moderate Extra Cost 


The Emory John Brady Hospital 
401 Southgate Road 


A Private Hospital for Nervous and Mental Diseases 


Situated in a beautiful valley two miles south of Colorado Springs, which is nationally known as a health 
center. New building for mild cases of Functional Neurosis, affording complete classification of patients. 
Home-like surroundings, scientific medical treatment and nursing care. Booklet and rates on application. 


Cc. F. Rice, Superintendent, Colorado Springs, Colorado 
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64 Ysars of Ethical Prescription 
Service to the Doctors of Cheyenne 


ROEDEL’S 
PRESCRIPTION DRUG STORE 


CHEYENNE, WYOMING 


Table 
Sheeting 
Soft Crepe 
and 
Smooth 


TIDI TOWELS 
“TIDITOWL” 
“WHYTOWL” 
“GREENTOWL” 
TIDI DRAPES — 


Ask Your Supplier for “‘TIDI’ 


Or Write for Samples 
TIDI PRODUCTS, BOX 166, POMONA, CALIF. 


Vlatural Gas 


PRODUCT OF ENTERPRISE— 
HAS HELPED MAKE YOUR 
LIVING MORE ENJOYABLE 
AND MORE PROFITABLE 


Public Service Company of Colorado 


® 


Hypertension Symposium 
By TV on September 23 


Colorado and Utah physicians as well as those 
in 23 major cities of the country will have an 
opportunity on Thursday, September 23, 1954, 
to see and hear the first nationwide closed-cir- 
cuit television program sponsored by the Ameri- 
can College of Physicians over the Columbia 
Broadcasting System. 


The program will be given from 3 to 4 p.in. 
Mountain Standard Time and will consist of a 
Symposium on “The Management of Hyperten- 
sion.” The telecast is made possible through 
the financial support of Wyeth, Incorporated. 
of Philadelphia and although closed-circuit tele- 
vision has been used before in limited areas for 
postgraduate medical education, this will be the 
first such hook-up on a nationwide basis. 


The panel of distinguished physicians who will 
participate in the symposium includes: 

Cyrus C. Sturgis, M.D., F.A.C.P., Presiding; 
President, American College of Physicians; Pro- 
fessor of Internal Medicine, University of Michi- 
gan, Ann Arbor. 


F. H. Smirk, M.D., F.R.A.C.P.; Professor of Med- 
icine, University of Otago, Dunedin, New Zea- 
land. 


R. W. Wilkins, M.D., F.A.C.P.; Chief, Hyperten- 
sion Clinic, Massachusetts Memorial Hospital, 
Boston. 


Garfield G. Duncan, M.D., F.A.C.P.; Director of 
the Medical Division, Pennsylvania Hospital, 
Philadelphia. 


Edward D. Freis, M.D. (Associate); Adjunct 
Clinical Professor of Medicine, Georgetown Uni- 
versity, Washington. 


Colorado physicians can view the telecast 
symposium during the Annual Session of the 
Colorado State Medical Society. It will be pre- 
sented in the Broadmoor Hotel from 3 to 4 p.m, 
September 23, immediately upon adjournment 
of that afternoon’s program of the September 
21-24 meeting of the Society. 


Utah physicians can view the same program 
at the same time at the Newhouse Hotel in Salt 
Lake City. 


A closed-circuit television program is one by 
which reception is controlled and is not open 
to the general public. It is not “telecast” in 
the usual sense, but is so controlled that it can 
be seen and heard only in a receiving station 
especially wired for it in advance by the tele- 
vision network. It cannot be picked up on 
heme television sets. 
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HEALTH IN THE PIKES PEAK REGION 


COLORADO SPRINGS 


Inquiries Solicited 


GLOCKNER-PENROSE 
HOSPITAL 


Sisters of Charity 
HOME OF MODERN SANATORIA 


Our dairy farm is the largest producer of Grade ‘A’ milk in the Rocky Mountain Empire. 


Y PARK FARM DAIRY 


Denver 


ANNOUNCING THE TWENTY-FOURTH ANNUAL CONFERENCE 


OKLAHOMA CITY CLINICAL SOCIETY 
October 25, 26, 27, 28, 1954 
DISTINGUISHED GUEST LECTURERS 
WALTER B. MARTIN, M. D., President, AMERICAN MEDICAL ASSOCIATION, Norfolk, Virginia 


GEORGE .C. ADIE, M. D., Surgery, Director of rae, 
New Rochelle Hospital, New Rochelle, N. 


HERBERT S. ALDEN, M. D., Dermatology, Assistant 
Professor of Medicine (Dermatology), Emory Univer- 
sity School of Medicine, Atlanta, Georgia. 


RUSSELL J. BLATTNER, M. D., Pediatrics, Professor 
of Pediatrics and Chairman of the Department, Bay- 
lor University College of Medicine, Houston, Texas. 


WILLIAM J. DIECKMANN, M. D., Obstetrics and Gyn- 
ecology, Mary Campau Ryerson Professor and Chair- 
man of the Department of Obstetrics and Gynecology, 
University of Chicago, Chicago, Illinois. 


L. HENRY GARLAND, M. D., Radiology, Clinical Pro- 
fessor of Radiology, Stanford University School of 
Medicine, San Francisco, California. 


ARNOLD S. JACKSON, M. D., Surgery, Chief-of-Staff, 
Methodist Hospital, Madison, Wisconsin. 


WILLIAM O. JOHNSON, M.D., Obstetrics and Gynecol- 
egy, Professor and Chairman of the Combined De- 
partments of Obstetrics and Gynecology, University 
of Louisville School of Medicine. Louisville, Kentucky. 


LLOYD G. LEWIS, M.D., Urology, Professor Clinical 
Urology, Georgetown University School of Medicine, 
Washington, D. C. 


CLINICAL CONFERENCE ROUND DINNER MEETINGS 
K 
POSTGRADUATE PANELS 


GENERAL ASSEMBLI 


Registration fee of $20.00 included all the above features 
For further information, address: Executive Secretary, 503 Medical Arts Building, Oklahoma City. 


WILLIAM S. MIDDLETON, M. D., Internal Medicine, 
on, University of Wisconsin Medical School, Madi- 
son, Wisconsin. 
JOHN J. MOLDIN, M. D., Surgery, Clinical Associate 
in Surgery, University of Missouri School of Medicine, 
Columbia, Mo. 
JAMES L. POPPEN, M. D., Neuro-Surgery, Neurosurgeon 
to the Lahey Clinic, New England Deaconess, New 
England Baptist and Boston Psychopathic Hospital, 
Boston, Massachusetts. 
WILIAM G. SAUER, M. D., Internal Medicine, Assist- 
ant Professor, Graduate School of Medicine, University 
of Minnesota, Consultant in Medicine, Mayo Clinic, 
Rochester, Minnesota. 
K. M. SIMONTON, M. D., Otolaryngology, Associate 
Professor of Otolaryngology, Mayo Foundation, Grad- 
uate School of Medicine, University of Minnesota, 
Rochester, Minnesota. 
DAVID E. SMITH, M. D., Pathology, Assistant Professor 
of Pathology, Washington University School of Medi- 
cine, St. Louis, Mo. 
RALPH SOTO-HALL, M. D., Orthopedics, Assistant Clin- 
ical Professor of Orthopedic Surgery, University of 
California Medical School, San Francisco, California. 


JOSEPH F. VOLKER, D. D. S., Oral Medicine, Dean, 
School of Dentistry, University of Alabama, Birming- 
ham, Alabama. 


COMMERCIAL EXHIBITS 
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DENVER’S NEWEST and MOST MODERN 
CHarm Cove 


ConvaLescent Home 


Operated by Norman A. and Dorothy B. Olssen 
1825 S. Federal Blvd. WE. 5-2668 Denver, Colorado 


3 
Dear Doctors: 4 
We know that you want the - 2 

very best for your aged patients. 
We sincerely believe we have 
the most beautiful convalescent 
home in the Rocky Mountain 
region, beautifully decorated 
rooms with new and modern 
equipment and a most modern 
sanitary kitchen. Your patient 
will get excellent care under the 
best of conditions. We have had 
years of experience in this field 
and invite your inspection at 
any time. We are proud of our 
institution and individual 
care given our patients. Truly 
an exclusive home for the aged 
and infirm. No contagious or 
mental cases. Nurses on duty 24 
hours daily. Moderate rates. 


Very sincerely, 
NORMAN A. AND 
DOROTHY OLSSEN. 
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Refresh...add zest 
to the hour 
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JUGS on Color Film 


Gaining fame nationally is the organization, 
“Just Us Girls.” And now the Akron, Colorado, 
girls’ club has been filmed. The group was de- 
veloped to provide the hospital with trained 
technical assistants and to encourage more young 
women to investigate and select nursing as a 
career. The film, produced and made available 
to the public by the Colorado Blue Cross and 
Blue Shield Plans, is part of an effort to in- 
crease the number of nurses, by encouraging 
duplication of the organization elsewhere. The 
film is having wide distribution throughout the 
country and should be of special interest to all 
groups in the Rocky Mountain Region. Contact 
Ralph G. McFann, Public Relations Representa- 
tive for the Colorado Blue Cross and Blue Shield 
Plans, for showing this motion picture at a 
future meeting of your group. 


MENTAL HEALTH MEETING 

September 17 and 18 are the dates to note 
for the two-day meeting on mental health at 
A.M.A. headquarters in Chicago, sponsored by 
the A.M.A. Committee on Mental Health. State 
and metropolitan county medical societies have 
been urged to send representatives to discuss 
methods of gaining a more effective integration 


of technics of psychiatry with general medical 
practice and the mental health programs. Make 
sure that members of your Society will be in 
Chicago to present prevailing viewpoints and 
to bring back a report of the meeting. 


COLORADO HOSPITAL ASSOCIATION 

Do you have on your schedule of coming 
events the dates of the Annual Convention of 
the Colorado Hospital Association? 


Note them 
now—October 21 and 22, 1954. 
DOCTORS, ATTENTION! Available now — 1,000 
square feet office—5 lge. 


rooms, incl. 

reception, in Derby, Denver's fastest growing suburb. 

Wonderful opportunity for hard-working, ambitious 

M.D. Call Thompson, AT. 8-1747. 

INTERNIST desires part-time work in Denver area. 
BE. 3-3008, Ext. 7. 


INTERNIST, trained at Mass. Gen. Hosp. and Mayo 

Clinic, aged 38, category 1V, taking Am. Board 
Exams. this fall, would like association with group. 
Contact Box 6, c/o Rocky Mountain Medical Journal. 


FOR SALE—EENT; busy lucrative practice; modern, 

completely equipped office; cash or terms; will 
introduce. Located in New Mexico. Dr. F. E. Cress- 
man, 102 S. Second, Artesia, N. M. 


FOR SALE: Office and equipment, suburban Denver 
area, with excellent clientele. Available 

October 1, 1954. Total investment, $4,008.00. 

Rocky Mountain Medical Journal. 
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RADIUM AND RADIUMD+ E 


(including Radium Applicators) 


For All Medical Purposes 


Est. 1919 


QUINCY X-RAY & RADIUM 
LABORATORIES 


(Owned and Directed by a Physician-Radiologist) 
HAROLD SWANBERG, B.S., M.D., Director 


W. C. U. Bidg. Quincy, Illinois 


H-O-W-D-Y 
Registered Trade Mark 


BOB’S PLACE 
A Bob Cat for Service 


What is a Drug Store Cowboy, Folks? 
He is ao Dude in Cowboy Clothes a Say- 
ing Howdy. 


CONOCO PRODUCTS 
300 South Colorado Blvd., Cow Town, Colorado 


Your Best ; 


BUY- 


From 


DRYER-ASTLER PRINTING CO. 
1936 Lawrence Street 
KEystone 6348 


Established 1894 


Paul Weiss 


OPTICIAN 


1620 Arapahoe Street 
Denver, Colo. 


for SEPTEMBER, 1954 


851 


= 


RELIABLE DRUGGISTS 


PATRONIZE DENVER’S INDEPENDENT DRUGGISTS 


25 Years in the Heart of North Denver 


LUBIN’S DRUG 


LUBIN L. ORTIS, Owner 


Quality Drugs Courteous Service 
PRESCRIPTIONS ACCURATELY 
COMPOUNDED Adjustable Crutches for Rent 
Surgical Supplies 
Free Delivery Service Drugs and Prescriptions 
West 38th Ave. and Clay Denver, Colo. FREE DELIVERY IN LAKEWOOD 
Phone GLendale 5-1073 AND METROPOLITAN DENVER 


WE RECOMMEND 


Bonita Pharmacy Whittaker’s Pharmacy 


(Established 1921) 
Prescription Pharmacists 


- 6th Avenue at St. Paul Street 
“RIGHT-A-WAY” SERVICE PRESCRIPTION SPECIALISTS 
7 West 32nd and Perry, Denver Colo. 


“The Friendly Store” 


F GERALD P. MOORE, Manager 
Phone FRemont 7-2797 Phone GLendale 5-240] 
EARNEST DRUG HYDE PHARMACY 
ACCURATE PRESCRIPTIONS 
* 217 16th Street Chas. W. Hyde, Prop. 
— © ge Rocky Mountain Distributors for Sherman 
7 Prescription Specialists Biologicals and Pharmaceuticals 
"9 Telephones KEystone 4-7237—KEystone 4-3265 Almay Non Allergic Cosmetics 
3 FRESH — CLEAN — COMPLETE Prompt Free Delivery 
: PRESCRIPTION STOCK KE. 4-4811 MA. 3-4566 
; Free Delive 1400 East 18th Avenue at Humboldt 
DENVER, COLO. 


CAMBRIDGE DAIRY Producers and Distributors of Quality Products 


Homognized Milk for Baby Feeding and Family Use 


WE INVITE YOUR INSPECTION AND APPRECIATE YOUR RECOMMENDATION 
PEarl 3-8826 690 So. Colorado Bivd. 


% | BE 3-4621 
| ‘ 
| Kincat 
| | 7024 W.COLFAXK 
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Woodcroft Hospital—P C 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 


THE CHILDREN’S HOSPITAL ASSOCIATION 


of DENVER 
NON-SECTARIAN—NON-PROFIT 


Providing medicinal and surgical aid to sick and crippled children of the Rocky 
Mountain Region from Birth to Maturity 
Every modern scientific aid available to the physicians and surgeons 
of Colorado and Wyoming 
Approved by the American Medical Association and Full Three-Year 


the American College of Surgeons Nurses’ Training Course 
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Weleome 
TO 


ALL DOCTORS AND NURSES 


TECHNICAL EQUIPMENT CORPORATION 


The House Service Is Building 


Extends a warm welcome to all doctors and 
nurses who wil! attend the State Convention 


at Colorado Springs. We will have Exhibit 
Space No. 24. 


KELEKET—FIRST NAME IN AMERICAN X-RAY 
DEVELOPS ANOTHER FIRST. 


We will show the Kelescope—newest 100-MA- 
100 KV combination X-Ray unit by Keleket. 


We have in stock a very complete line of every 
accessory item needed by an x-ray department. 


If it is good, we have it. Our service is com- 
petent, prompt and friendly. 


Call Us or Come to See Us 


Technical Equipment Corporation 


2548 West 29th Avenue — GLendale 5-4768 
or after hours 
GRand 7-5839 or SPruce 7-0082 


Denver, Colorado 
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No child need be denied protection against the threat of 
rickets and vitamin A and D deficiencies. 


Mead's Oleum Percomorphum is a potent, dependable source of 
vitamins A and D ... that can be given at a cost of about a cent a day. 


/ 
Specify Mead's Oleum Percomorphum ... the 
Wha pioneer product with twenty years of successful 


7 clinical use. Dosage, 5 to 10 drops daily. 


Available in 10 cc. and economical 50 cc. 
bottles; also in bottles of 50 and 250 capsules. 


MEAD’S OLEUM PERCOMORPHUM 


The economical, potent vitamin A and D drops 


JOHNSON & COMPANY EVANSVILLE, IND., U.S.A. 
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